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INTERCHANGEABLE LUER LOCK SYRINGES 


A real QUALITY PRODUCT by Everetts THE specialists 


in the manufacture of Hypodermic equipment. 


CLEAR GRADUATIONS SMOOTH ACTION 


REPLACEABLE BARRELS REPLACEABLE PISTONS 


PERFECT NEEDLE 
Lock 


INDESTRUCTIBLE 
MARKINGS 


GURR’S “SICO” NEEDLES ARE MADE FOR THESE SYRINGES 


Both syringes and needles are made under the same roof ensuring 


perfect marriage of needle to syringe. 


Ice. 2cc. 5cc. 10cc. 20cc. 
Prices:— 10/-. 11/6. 13/6. 17/6. 20/- Central Nozzles. 
_ a 13/6. 17/6. 20/- Side Nozzles. 


Stockists and Factory Representatives: 


GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Harley Chambers . Kruis Street 
P.O. Box 1562 - Johannesburg 
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he regin lis aud. cervicilis 


following cervical cautery 
following vaginal plastic procedures 
in routine postpartum care 


x Sulphathiazole N’Acetylsul id 
N’ Benzoylsulphanilamide peroxide 
in a highly absorptive cream base 


HIGHLY BUFFERED ACID VAGINAL JELLY (pH.4.0) 


@ provides modern scientific acid “douche” therapy 
@ promptly restores and maintains vaginal acidity 
@ encourages re-establishment of normal vaginal flora 


in packages complete with Applicator or “tube only” refills. 
LITERATURE ON REQUEST. 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCKINGHAMSHIRE ENGLAND 


Sole distributors : 
ETHICAL PRODUCTS (PTY.) LTD. 
Ethical bg of Johnson & Johnson (Pty.) Ltd 
. Box 727 East London 


CEPAC-4653-1 UP 
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Vitamin B Complex 
supplementation 
Phenobarbitone 
for fast sedation 


The sedation is in the sugar coating 


These tablets, consisting of our well-known Petervite B Formula, plus Phenobarbitone, provide the 
benefits of the Vitamin B Complex supplementation as well as Phenobarbitone, which exerts the sedation 
required for patients complaining of nervousness, fatigue and anorexia. In PHEVITAN, we have departed 
from the normal method of manufacture by the inclusion of the Phenobarbitone in the sugar coating. 
By this method of administering the sedation, the patient will receive immediate benefit and a feeling of 
euphoria is the result. This is so vital in nervous patients. The formula: Each tablet contains: Vitamin B;, 
2 Mem. Vitamin Bz, 1-5 Mgm.; Vitamin Be, 0-25 Mgm.; Nicotinamide, 20 Mgm.; Calc. Pantotherate, 
2-5 .; and Phenobarbitone, 4 Gr. The Dosage: One tablet before meals and at bedtime. If desired, 
the bedtime dose may be increased to three tablets for several evenings until the daytime dosage has taken 
effect. PHEVITAN TABLETS are supplied in: 40’s, 100’s, and 500’s. Price to the patient: 40’s—4/6, 

100’s—9/6, 500’s—42/6. 


Manufactured in South Africa by 


STANDARDISED 


PETERSEN 


Established 1842 


P.O. Box 38 = P.O. Box 1200 113, Umbilo Rd. P.O. Box 1005 P.O. Box 2238 P.O. Box 5785 
CAPETOWN BULAWAYO DURBAN BLOEMFONTEIN O.F.S. SALISBURY JOHANNESBURG 
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POLYCYCLINE 


Aqueous Suspension Pediatric Drops 
20mg. per 5 ¢.c. 107. Bottle 100mg. per c.c. 10 c.c. Bottle 


TETRACYCLINE SUSPENSION 


The antibiotic with the widest range 
of activity in a dosage form with 
the widest range of application 


I. A complete product ready for use without 
further compounding or diluting. 


II. Uniform and convenient dosage assured without 
waste or the need for refrigeration. 


III. Provides the fullest flexibility of dosage and 
administration to adults, children and infants. 


IV. Readily compatible for extemporaneous Rx. 


V. Particularly well tolerated with minimal 
distressing side reactions. 


VI. An extremely pleasant-tasting aqueous preparation 
assuring patient acceptance. 


Polycycline is also available in the fcllowing forms: 

Capsules, Suspension with Triple-Sulphonamides, 

Dermatologic and Ophthalmic Ointments, Intra- 
muscular and Intravenous Injections 


Samples and literature available on request to: 


BRISTOLABS (PTY.) LIMITED 


10 Verwey St. - Troyeville - Johannesburg 


Bristol 


LABORATORIES INC. 
SYRACUSE. MEW TORE 
usa 


XUM 
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In many countries throughout the world today, an 


increasing number of epileptics are being put on ‘ MYSOLINE ” 


and are deriving considerable benefit from it. 


By effecting a marked reduction in the frequency and severity of 
attacks without causing undesirable side-effects during treatment, 
* MYSOLINE’ helps the patient to take a renewed interest in normal 
activities and to become a self-supporting member of the community. 


Furthermore, there is often an improvement in his mental outlook 


and well-being. 
* MYSOLINE ’ is active in all forms of epilepsy, especially 
grand mal and psychomotor types. It may often be used 
with advantage in petit mal. Possessing high anticon- 
vulsant activity combined with low toxicity and 
freedom from hypnotic effect once treatment 

is established, ‘ MYSOLINE ’ 1s now 
recognised as an important advance 

in the treatment of epilepsy. 


ysoline 


TRADE MARK 


= A NEW ANTICONVULSANT - 


PRESENTATION 


Tablets of 0.25 gramme for oral 
administration. Available in containers 
of 100 and 1,000 


TRADE MARK 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
Wilmslow, Manchester (A subsidiary company of Imperial Chemical Industries) 


Distributed by: 


1.C.1 SOUTH AFRICA (PHARMACEUTICALS) LIMI 


Pan Africa House 77 Troye Street P.O. Box 11270 tohasnesburg 
Phe 31 
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*Streptokinase-Streptodornase Lederle 


NEWS! 
Intramuscular VARIDASE 


for contro! of inflammation 


MULTIPLE LACERATIONS AND ABRASIONS FOLLOWING ASSAULT 


On admission. 24 hours after treatment was initiated; 48 hours after admission ; four Varidase 
two WVaridase injections have been received. injections have been given. 


Injected intramuscularly, vaAripAsE has produced remarkable 
results in the treatment of abscess, cellulitis, oedema, epididymitis, 
hemarthrosis, sinusitis and thrombophlebitis with or without 
superimposed infection. 

VARIDASE quickly dissipates simple inflammation. In treating in- 
fected lesions, antibiotics should be administered concomitantly. 
In such cases VARIDASE breaks down the ‘limiting membrane’ 


which contains the infection, allowing passage of the antibiotic. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 30 Rockefeller Plaza New York 


72 hours after admission; treatment 


Sole Distributors : ALEX LIPWORTH LTD., Johannesburg, Cape Town, Durban & Salisbury completed. 
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INTERNATIONAL 


medical bulletin 


Current Developments in the Fields of Antibiotics, 


Hormones, Nutrition and Clinical Medicine 
Prepared for Physicians by the Medical Dept. of Pfizer International, Inc., 25 Broad Street, New York 4 N.Y., U.S.A. 


Yo... 11, L955 


ANTIBIOTIC NEWS AND NOTES 


FRANCE: TERRAMYCIN* (brand of oxytetracycline) IN ACUTE ARTICULAR RHEUMATISM - The 
combination of Terramycin and cortisone (or ACTH) or Terramycin and salicylates 
was clearly more effective than any of the three substances used alone in the treat- 
ment of 54 patients with acute articular rheumatism, state Billiottet and 
colleagues. The authors say that their results will not revolutionize the treatment 
but that combined therapy "seems to control the attacks more completely than either 
salicylates or corticotherapy alone." Terramycin showed a much greater effective- 
ness when given by slow intravenous infusion (300-750 mg./24 hours, according to age 
and gravity of case) than when given orally. Combined therapy "seems above all to 
protect the patient from the fear of residual heart lesions and to constitute an 
efficacious and sufficient prophylaxis of relapses." 


Billiottet, J.; Goasguen, P., and Ezanno, J.: Bull. et mém. Soc. méd. d. hép. 
de Paris 71:720 (June 17-24) 1955. 


GERMANY: TETRACYCLINE FOUND EFFECTIVE IN RESPIRATORY INFECTIONS - Tetracycline{ "was 
objectively proved to be effective in the treatment of respiratory infections 
(lobar and bronchopneumonia, pleural empyema, bronchiectasis, persistent mixed 
infections of the respiratory tract)," state Franzen and Pauli of the University of 
Cologne in a report on 68 patients. "...The more severe the clinical picture, the 
more impressive" the results seemed to be. All patients with various pneumonias 
(33) were "cured." Of 29 patients with mixed infections 27 were cured, 2 improved. 


Go 9 Franzen, F., and Pauli, H.: Munchen. med. Wehnschr. 97:790 (June 17) 1955. 


TERRAMYCIN INTRAMUSCULAR 


TERRAMYCIN* IN ACUTE OTORHINOLARYNGOLOGIC INFECTIONS - Terramycin Intramuscular was 
successful in the treatment of 25 patients with various otorhinolaryngologic 
infections, reports Menger.! "In all cases there was prompt reduction of inflam- 
mation within 24 hours and complete subsidence within 48 to 72 hours." Therapy 
lasted only three to four days in 20 of the 25 cases. Dosage: 100 mg. every 12 
hours (in 3 cases every 8 hours). 


tAvailable from Pfizer, its discoverer, as Tetracyn.* 
a *Trademark of Chas. Pfizer & Co., Inc. 
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TERRAMYCIN IN PENICILLIN-RESISTANT ACUTE RESPIRATORY INFECTIONS - Terramycin Intra- 


muscular achieved "excellent" results in the treatment of 134 of 249 infants and | a) 


children with a variety of acute respiratory infections. Therapy with intramuscular 
penicillin had failed in every patient. Denenholz, Robinson and Forney* state that 
that their "clinical observations indicate that a dosage of 3 to 5 mg./lb./day, 
given in 1 injection daily, is adequate for oxytetracycline-sensitive infections of 
moderate severity, and, as such, is practical for use in home and office pediatric 
practice." They found that hospitalized infants tolerated relatively larger doses, 
up to 20 mg./lb./day, “remarkably well." 


1. Menger, H. C.: Antib. Med. 1:476 (Aug.) 1955. 
2. Denenholz, E. J.; Robinson, F. L., and Forney, W. E.: Antib. Med. 1:453 (Aug. ) 
1955. 


IRELAND: TETRACYCLINE EFFECTS "DRAMATIC" IMPROVEMENT - Oral tetracycline given to a ; 


group of 87 hospital patients with acute respiratory infections showed results 
very similar to those of other tetracyclines, report McCorry and Weaver (Queen’s 
Univ., Belfast). Patients treated unsuccessfully with penicillin showed "dramatic" 
improvement when treated with tetracycline. General results in patients with acute 
exacerbations of chronic bronchopulmonary suppuration were "surprisingly good and 
usually better than those following inhalation therapy with either streptomycin or 
penicillin." 

McCorry, R. L., and Weaver, J. A.: Lancet 268:1102 (May 28) 1955. 


IN THE TREATMENT OF PYELONEPHRITIS, Taylor prescribes Terramycin or tetracycline and 
sulfadiazine. He reports 5 patients in whom hematuria disappeared after only four 
days’ treatment with Terramycin in addition to sulfadiazine therapy. Recommended 
dosage: 250 mg. Terramycin or tetracycline four times daily for five to seven days 
and 0.5 Gm. sufadiazine four times daily for six weeks. Most patients with 
recurrent attacks of pyelonephritis can be kept free of infection with 100 mg. 
Terramycin four times daily or 0.5 Gm. sulfadiazine four times daily during the first 
two weeks of every month. 

Taylor, R. D.: M. Clin. North America (July) 1955, p. 957. 


THE THERAPEUTIC CHALLENGE OF CHRONIC ASTHMA has been largely met by the use of 
antibiotics, especially the broad spectrum, and by steroid hormones. "At present 
combined antibiotic and cortisone or hydrocortisone therapy of asthma seems to be 
the most rational method of preventing the disease from becoming chronic and 
intractable," believes Hurwitz. The immediate and effective control of acute upper 
and lower respiratory tract infections in the early stages with broad-spectrum 
antibiotics is of the utmost importance. "Oral antibiotic therapy should be con- 
tinued for at least five or ten days until the secretions from the sinuses and the 
sputum have become less purulent. This will prevent the transition from an acute @.;3 


to a chronic respiratory infection resulting in infectious asthma." Long term 
treatment with antibiotics should be used to prevent early relapses and to control 
infectious asthma. "When prolonged treatment is essential, combined therapy also 
lessens the dangers arising from the presence of masked infections." "Combined 


treatment with adrenocortical hormones and antibiotics has been shown to be more 
effective than therapy with either steroids or antibacterial drugs alone.” 


Hurwitz, S. H.: California Med. 83:61 (Aug.) 1955. 


SHORT TERM THERAPY OF ENDOCARDITIS - Procaine penicillin G and streptomycin were 


successful in the treatment of 12 of 15 patients severely ill with endocarditis, | 
report Hall and colleagues. The endocarditis was caused by penicillin-sensitive 
alpha and gamma streptococci. "In the majority of cases the temperature fell to - 
normal within a few days after the initiation of penicillin-streptomycin therapy....’’ 

Therapy lasted for 10 to 17 days. Dosages: 20-74 million U. penicillin, 15-34 Gm. 
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streptomycin. In most cases a mixture|| of dihydrostreptomycin and streptomycin was 

rn used for joint administration with the penicillin. "Endocarditis caused by peni- 
cillin-resistant streptococci should be treated with larger doses of penicillin, 
plus streptomycin, for a longer period of time." 


Hall, B.; Dowling, H. F., and Kellow, W.: Am. J. M. Sc. 230:73 (July) 1955. 


RADIOACTIVE TERRAMYCIN 


U.N. PFIZER REPORT AT GENEVA: PFIZER RESEARCH WITH RADIOACTIVE ISOTOPES has 
developed a method of finding out just how antibiotic drugs attack disease, 
according to J. F. Snell of the Pfizer Therapeutic Institute, Maywood, N. J. In 
an address before the United Nations Conference on Peaceful Uses of Atomic Energy, 
Snell stated that, using molecules of Terramycin* (brand of oxytetracycline) which 

Grr" had been tagged with radioactive carbon by fermentation, he and his colleagues were 
able to follow their course in living cells and study their action on cell metabo- 
lism. The techniques of tracer chemistry seem to be the answer to the extremely 
important diagnostic problem of what specific chemical systems go awry in the body 
when a given disease strikes. One such technique has already been worked out by 
Snell; it is a method for detecting new compounds produced by the body chemistry 
in response to any particular stress. Pfizer’s research program, already under 
way for several years, will soon be supplemented by participation in the construc- 
tion of a swimming pool atomic reactor. 

Snell, J. F.; Wagner, R. L., Jr., and Hochstein, F. A.: Paper presented before 
International Conference on Peaceful Uses of Atomic Energy at Geneva, Aug. 8-20, 
1955. 


| STEROID STUDIES 


PREDNISOLONE, + PREDNISONE HAVE "AUGMENTED THERAPEUTIC RATIO" - Prednisolone and 
prednisone may prove to be "particularly useful in the prolonged treatment of atopic 
dermatitis,” believe Sternberg and Newcomer.! Their opinion is based on the fact 
that available data on the new hormones in the treatment of rheumatoid arthritis 
indicate that these compounds are three to five times more effective than other 
corticoids and that most of the undesirable side reactions previously encountered 
may be avoided. Bunim, Pechet and Bollet,? for example, report that all of 7 
patients with rheumatoid arthritis treated with prednisolone "noted symptomatic 
improvement on the same day the active agent was substituted for the placebo. All 
reported some easing of joint pain, diminution in stiffness, and a distinct feeling 
of well-being that occurred four to six hours after the first dose of 10 mg. was 
taken." Doses sufficient to cause complete suppression of the arthritis caused no 
retention of sodium, no loss of potassium or nitrogen, and no gain in body weight. 

, oe | These authors found prednisolone to be about three to four times more potent than 
cortisone and two to three times more potent than hydrocortisone. This enhanced 
potency was not accompanied by a proportionate increase in the frequency or severity 
of undesirable side effects; prednisolone therefore "possesses an augmented thera- 
peutic ratio." Initial dosage was 30-60 mg. daily orally, usually for 14 days; 
it was gradually reduced till a maintenance dose of 5-25 mg. daily was obtained. 
With this maintenance dose "close to maximal objective and subjective improvement 


has been achieved." Patients were observed for 12-77 days. 
1. Sternberg, T. H., and Newcomer, V. D.: Am. Pract. & Digest Treat. 6:1102 (July) 
1955. 


2. Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311 (Jan. 22) 1955 


| jj/Available from Pfizer as Combistrep*, containing equal parts of streptomycin and 


dihydrostreptomycin. 
tAvailable from Pfizer as Deltacortril.* 
*Trademark of Chas. Pfizer & Co., Inc. 
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TOPICAL HYDROCORTISONE{ AROUND THE WORLD - Bristol: Reduction in infantile eczema 
was produced in all but one of 40 patients treated with hydrocortisone. The 
effect of a single application began almost immediately. No systemic effects were 
noted. (Warin, R. P.: Practitioner 175:182 (August) 1955.) 


ENGLAND: Royal Navy: A 2.5% ointment produced "immediate good response" in 13 of 17 
patients with recalcitrant skin diseases, mainly eczema. (Broughton, R. H.: 
J. Roy. Nav. M. Serv. 41:116 (Spring) 1955.) 


INDIA: New Delhi: Hydrocortisone ointment, 1%, "completely cured" 6 and improved 1 
of 9 patients with verruca plana; 2 patients were not followed. The ointment was 
applied twice daily until the warts had disappeared (2 days to 5 weeks.) (Behl, 

P. N., and Singh, H.: Indian J. Dermatol. Venereol. 21:78 (April-June) 1955.) 


DENMARK: Copenhagen: Therapeutic effect of a 1% ointment was favorable in 23 of 39 
children with recalcitrant atopic dermatitis. Treatment afforded "prompt relief 

of itching." No sensitization occurred. (Heilesen, B.; Kristjansen, A. A., and 
Reymann, F.: Acta allergol. 8:514 (no. 4) 1955.) 


GERMANY: Giessen: Hydrocortisone ointment was considered to represent "a progress 
for the patient with neurodermatitis" in a report on 52 patients. Pruritus was 
especially favorably influenced. (Meyhdfer, W., and Lanz, W.: Ztschr. Haut. u. 
Geschlechtskr. 18-324 (June 1) 1955.) 


GENERAL MEDICINE 


_ NEW NASAL DECONGESTANT "SUPERIOR" - Tyzine* (brand of tetrahydrozoline), given for 
relief of nasal congestion in 204 patients, gave "an excellent therapeutic response" 
in all but 1. Relief appeared immediately after instillation of 5 drops of 0.1% 
aqueous solution into each nostril and lasted 4 to 24 hours. Twelve of the patients 
had allergic rhinitis, 102 nasopharyngitis (acute rhinitis or coryza), 34 sinusitis, 
56 both nasopharyngitis and sinusitis. Patients were treated 4 to 16 days. 
Instillations every four to eight hours are usually "sufficient to maintain continu- 
ous relief; instillation at bedtime provides relief that carries through the night." 
The authors conclude: "The decongestive action of tetrahydrozoline, as measured by 
its promptness of action, degree of relief provided, and the percentage of patients 
benefited, is superior....Tetrahydrozoline is also free of both local and systemic 
side effects." 


Neistadt, I.: A.M.A. Arch. Otolaryng. 62:1435 (August) 1955. 


ENGLAND: NUTRITION IN SURGERY - According to a report by LeQuesne (Middlesex Hosp.) 
"in the preoperative preparation of the patient the nutritional problem of paramount 
importance is the detection and treatment of anaemia, and of deficiencies of water 
and electrolytes....It is wise...in all patients who have been on an inadequate diet 
for some time before operation, to give a vitamin concentrate daily for several days 
before operation, particular attention being paid to its ascorbic acid content." 

LeQuesne, L.: Practitioner 175:45 (July) 1955. 


tAvailable from Pfizer as Cortril.* 
*Trademark of Chas. Pfizer & Co., Inc. 


Address for Medical Enquiries: 
PFIZER LABORATORIES SOUTH AFRICA (PTY.) LTD. 
P.O. Box 7324, Johannesburg. 
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Important Medical Books 


MEDIESE ByDRAES 


FRACTURES OF THE FACIAL SKELETON 
By N. L. ROWE, F.D.S.R.C.S.(Eng.), rer L.R.C.P., H.D.D.R.C.S.(Edin.), and 


H. C. KILLEY, F.D.S.R.C.S.(Eng.), M.R.C 
1,236 


960 pages. 


H.D.D.R.C.S.(Edin.) 


“This publication on faciomaxillary injuries is not just important; it is monumental. It has been written 
with such clarity and completeness, and with excellence of illustration, as to make us all proud that it has been 
published in Britain. | pay tribute to a volume which surely will be established at once as one of the classics 
of surgery.” —Extract from Foreword by Sir Reginald Watson-Jones. 


AN ATLAS OF REGIONAL DERMATOLOGY 
and T. C. DODDS, F.1.M.L.T., F:1.8:P., F.R.P.S. 
272 pages. 479 illustrations in full colour. £5 


THE ECZEMAS 
Edited by L. J. s LOEWENTHAL, M.D., 
M.R.C.P., D.T.M. & H. 
274 pages. 85 illustrations. 35s. 


MULTIPLE SCLEROSIS 
By DOUGLAS McALPINE, M.D., F.R.C.P., 
NIGEL COMPSTON, M.D., M.R.C.P., and 
CHARLES LUMSDEN, M.D. 
310 pages. 115 illustrations. 35s. 


MEDICAL JURISPRUDENCE 
Third Edition. By |. GORDON, M.B., Ch.B., 
R. TURNER, M.B., Ch.B., and T. W. PRICE, 
Ph.D., M.A., LL.B. 


FRACTURES AND JOINT INJURIES 
Fourth Edition Reprint. By SIR REGINALD 
WATSON-JONES. In two volumes, not sold 
separately. 
1,130 pages. 1,613 illustrations. £6 10s. 
BODY FLUIDS IN SURGERY 
By A. W. WILKINSON, Ch.M., F.R.C.S.E. 
222 pages. 7 illustrations. l6s. 


NEURO-VASCULAR HILA OF LIMB 
MUSCLES 
By JAMES COUPER BRASH, M.C., M.D., 
116 pages. 30 plates. 30s. 
LOCAL ANALGESIA: HEAD AND NECK 
By SIR ROBERT MACINTOSH, M.A., D.M., 
F.R.C.S., F.F.A.R.C.S., and MARY OSTLERE, 
M.B., Ch.B., M.R.C.P., F.F.A.R.C.S., D.A. 
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For patients who are anxious, tense, restless. . . yet 
have to cope with the weightier problems of the 
day... Seconesin provides a safe relaxant-sedative. 
Non-narcotic and with a minimum of secobarbital, 
there is no danger of cumulation or “hangover” 
because both components are rapidly eliminated. 
Seconesin acts promptly and its effect lasts only a 
few hours. Day-time relaxation with Seconesin is 
so calming that most patients sleep well at night 
without further hypnotics, or sedatives. 


Each tablet contains: — Mephenesin 400 mg. 


Secobarbital 30 mg. 


A man with alot on 
his mind must be calm yet alert 


SECONESIN 


Packings of 25, 100 and soo tablets Full literature on request 
to P.O. Box 1573 Johannesburg. 


THE CROOKES LABORATORIES LIMITED * PARK ROYAL + LONDON N.W.10 
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Convenil.. 


HOMMEL 


New 
Antispasmodic- 
Sedative 


‘Convenil’ is an entirely new synthetic 

by Hommel. In autonomic nervous system 
disorders it provides highly effective antispas- 
modic action with excellent tolerability 

and freedom from side-effects. 

The use of “Convenil’ obviates the 

hypnotic effects of the common antispasmodics ; 
it is a single-drug prescription; it does 

not contain any barbiturate. 


INDICATIONS 
Spastic constipation, menstrual and 
menopausal disturbance, autonomic dysfunction 
generally, nervous tension and 
irritability, travel sensitivity 
FORMULA 
Each Dragee :-— 
Phenylethylacetic acid-B- 
diethylaminoethylester ciirate we 1: SO mg. 


DOSAGE 

Adults, t Dragee 2 to 4 times daily; 
in special cases up to 6 daily. 
Children: | Dragee | to 3 times daily. 
PACKS 

20's and 250's (dispensing) 
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HOMMEL 


Sedative-Expectorant 
in 
Bronchial Asthma 


Symptomatic treatment of bronchial asthma 
must include attention to expectoration — 
mucus plugging is now recognized as a cause of 
unexpected death—and mental sedation. 


In ‘Trisan’ the two desiderata are effected by 
classically used drugs: Potassium iodide and 
Barbitone sodium, the latter reinforced 

by Chloral hydrate. 

Composition 

Potassium iodide B.P. 6.03%; Chloral hydrate B.P. 7.11% 
Barbitone sodium B. P. 0.24%: 

Alcohol 4.09%; Excipient ad 100% 

ACTION 

‘Trisan’ is formulated to reduce spasm 
frequency, to ease expectoration and to reduce 
mental upset. Contra-indicated 

im hyperthyroidism. 

DOSAGE 

4 fl. drachms in water during attacks; 

for routine symptomatic management between attacks, 
J to 2 fl. drachms nightly for 2 to 3 weeks. 
PACKS 

Standard Bottle of 4 fl. oz. 

Dispensing Bottle of 16 fi. oz. 


| 
PROFESSIONAL SAMPLES & LITEBATURE ON REQUEST 


HOMMEL | PHARMACEUTICALS 
121 Norwood Road, | 


London S.E.24 


HOMMEL’ ethical range includes — 


CONVENIL + DORMUPAX + HAEMATOGEN + HICOSEEN - HYPERYSIN + NYXOLAN + TRISAN 


Our Sote Agents for SOUTH AFRICA: Messrs. LENNON LIMITED, P.O. Box 39, CAPE TOWN. P.O. Box 24, 
PORT ELIZABETH. P.O. Box 266, DURBAN (NATAL). P.O. Box 928. JOHANNESBURG (TRANSVAAL). 


P.O. Box 76, EAST LONDON 
Sole Agents for SOUTHERN RHODESIA: ‘AN WILSON (PVT) LTD., P.O. Box 1102, BULAWAYO. 
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combination 


A unique combination of aluminium 
and magnesium hydroxides indicated 
for the prophylaxis nnd treatment of 
peptic ulcer and gastric hyperacidity. 
Clinical experience has shown that 
Alimex combines these outstanding ad- 
vantages: 


~ PROMPT AND SUSTAINED ANTACID 

& ACTION - MAXIMAL ACID-BINDING 

~ EFFECT CONTROLLED NEUTRALISING 

ig, CAPACITY - MINIMAL INTERFERENCE 

WITH NORMAL DIGESTION - BLAND 

AND NON-CONSTIPATING - PALAT- 

ABLE AND ACCEPTABLE FOR PRO- 
LONGED ADMINISTRATION 


7. REGION CAUSING ACID REBOUND 
Gond ss: The black area represents the superior antacid effect of Alimex compared 
with that of Aluminium Gel, B.P.C. 
‘wy IDEAL ANTACID NEUTRALISATION | 
3 ALUMINIUM 
2 HYDROXIDE GEL, B.P.C. ........---7  -ALIMEX 
REGION OF HYPERCHLORHYDRIA 
10 20 30 40 SO 60 70 80 9% MINUTES 
Available in bottles of 8 fl. oz. (227 c.c.) Ie 
For further information please write to: $.215 


B.P.D. (S.A.) (PTY.) LTD., Box 45, sepPESTOWN, TRANSVAAL 
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Diagnostic instruments 


Opinions naturally differ as to 
the diagnostic instruments 
needed in the GP’s armamenta- 
rium, but this group of eight 
Welch Allyn instruments and 
battery handle is suggested as 
an array adequate for very 
nearly all working needs. 


Included are Welch Allyn’s 
No. 110 ophthalmoscope, No. 
201 otoscope, No. 260 illumi- 
nated bivalve nasal speculum, 
No. 640 infant laryngoscope, 
No. 431 breast and general pur- 
pose transilluminator, No. 280 
anoscope, No. 308 proctoscope, 
No. 342 biopsy punch and No 
700 large battery handle, pro- 
viding current for all the illumi- 
nated instruments. 


Each one is an outstanding 
instrument of its kind, easy to 
use, accurate and durable, re- 
flecting Welch Allyn’s 37 years 
of experience i: diagnostic in- 
strument making. For details on 
all Welch Aliyn instruments, 
ask your surgical supply dealer 
for our catalog, or write 
Welch Allyn, Inc., Skaneateles 
Falls, N. Y. 


WELCH! 


/ALLYN 


every GP 


should have 


South African Distributors 
WESTDENE PRODUCTS (PTY.) LIMITED 


JOHANNESBURG: 23 ESSANBY HOUSE, 175 JEPPE STREET 

CAPE TOWN: 408 GRAND PARADE CENTRE, CASTLE STREET 
PRETORIA: 210 PRETORIA MEDICAL CENTRE, PRETORIUS STREET 
DURBAN: 67 NATIONAL MUTUAL BUILDINGS, GARDINER STREET 
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EDITORIAL - REDAKSIONEEL 


IN MEMORIAM: MARCUS COLE ROUS 


With the passing of Marcus Cole Rous at the 
age of 52 the medical profession in South 
Africa has sustained the grievous loss of one 
of its most eminent and 
colourful personalities, 
whose tremendous vitality 
and unbelievable ability in 
so many diverse spheres of 
life made an enduring im- 
pact on all who came into 
touch with him. 

His alert mind, always so 
avid for intellectual experi- 
ence, needed a wider scope 
than his chosen profession 
could provide. The theory 
of medicine and the prac- 
tice of surgery could not 
absorb the plentitude of his 
talents which embraced a 
profound understanding of 
the whole field of philoso- 
phy, aesthetics, music and 
the arts. To his intellectual 
pursuits he added finely developed manual 
skills and the dexterity which graced his surgi- 
cal technique found a place also in his ability 
as a craftsman in wood. It is not surprising to 
learn that he was also an accomplished yachts- 
man and a qualified air pilot. 

As a teacher he added lustre to the superb 
tradition which he inherited from Prof. C. F. 
M. Saint, his predecessor in the Chair of Sur- 
gery at the University of Cape Town; but his 
many friends and associates profoundly 
regretted his considered decision to resign 
from the professorship. In large measure his 
action was determined by his disapproval of 
an administrative machine which to him was 


Marcus Cole Rous 


Die heengaan van Marcus Cole Rous op die 
ouderdom van 52 jaar het vir die mediese pro- 
fessie in Suid-Afrika die ernstige verlies mee- 
gebring van een van sy 
mees vooraanstaande en 
kleurrykste persoonlikhede, 
’‘n man wie se geweldige 
lewenskrag en ongelooflike 
bekwaamheid in talle uit- 
eenlopende sfere van die 
lewe ’n onuitwisbare in- 
druk gemaak het op almal 
wat met hom in aanraking 
gekom het. 

Sy wakkere brein wat 
altyd gretig na intellektuele 
ondervindinge gesoek het, 
het ’n breér gebied nodig 
gehad as wat sy gekose pro- 
fessie hom kon bied. Die 
teorie van die geneeskunde 
en die praktyk van chirur- 
gie was eenvoudig nie groot 
genoeg vir sy oormaat van 
talente wat ’n diepe begrip van die hele sfeer 
van filosofie, die estetika, die musiek en die 
kunste ingesluit het nie. Tot sy intellektuele 
werksaamhede het hy ’n fyn ontwikkelde hande- 
bedrewendheid gevoeg, en die vaardigheid wat 
so 'n opvallende kenmerk van sy chirurgiese 
tegniek was, het ’n plek gevind ook in sy voor- 
treklike houtsneewerk. Dit is nie verrassend 
om te verneem dat hy ook ’n ervare seiljag- 
vaarder en ’n gekwalifiseerde vliegtuigpiloot 
was nie. 

As leermeester het hy glansrykheid gevoeg 
by die voortreflike tradisie wat hy geérf het 
van prof. C. F. M. Saint, sy voorganger in die 
Leerstoel van Chirurgie aan die Universiteit 
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an elaborate obstruction in the way of the 
radical changes he considered essential. 

His incisive approach to any problem made 
him a masterly diagnostician and a fascinating 
exponent of the fundamentals essential to a 
rational appreciation of the principles of sur- 
gery. His humanitarianism was _ wholly 
intolerant of racial discrimination, even in its 
most oblique rorms. 

He graduated from the University of Cape 
Town in 1927 and the brilliance of his aca- 
demic attainments is reflected in his admission 
as a Fellow of the Royal College of Surgeons 
in 1929. He served his country with distinc- 
tion in World War II and devoted many years 
to the interests of his colleagues both inside and 
outside organized groups of the profession. He 
was one of a small group responsible for estab- 
lishing the Cape Town Post-Graduate Medical 
Association and its journal, Clinical Proceed- 
ings, and was for many years a member of the 
Federal Council of the Medical Association. 
He also served on the Selection Committee of 
the Eli Lilly Medical Research Fellowship 
(South Africa). 

Mr. Cole Rous was one of the moving spirits 
in the creation of the South African College of 
Physicians and Surgeons. He conceived the 
College as a project against futilitarianism in 
academic and professional activity. He 
envisaged it as an academy for learning which 
would embrace all colleagues in the profession 
equally and, had he not been cut down in so 
untimely a fashion, he would undoubtedly have 
been widely welcomed as the first President 
of the College. 

Though the victim of a grave attack of 
coronary thrombosis some 10 years ago, while 
conducting a post-graduate teaching round in 
the wards of the Groote Schuur Hospital, he 
rallied from his illness to resume a remarkably 
full and active life. It was therefore the more 
distressing to learn that he was again stricken 
on 16 November 1955, to die two days later 
from a thrombosis of the basilar artery. He 
remained conscious almost to the end, and his 
fortitude in this ultimate adversity was a lesson 
in courage to all around him. 

Three days after his passing a memorial ser- 
vice was held for him at St. Thomas’ Church, 
Rondebosch. In the crowded congregation 
were gathered seemingly all those colleagues 
who had ever worked with him. During the 
simple but impressive service it was obvious 
how deeply moved everyone was who had 
come to pay their sincere tribute to a devoted 
friend and an able colleague of whom all felt: 
Nthil humani alienum putavit. 
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van Kaapstad; en sy vriende en kollegas het 
dit diep betreur toe hy na rype beraad besluit 
het om as professor te bedank. In ’n groot 
mate moes sy bedanking toegeskryf word aan 
sy misnoeé met ’n administratiewe masjien 
wat, sover dit hom betref het, ’n uitvoerige 
versperring was in die pad van die radikale 
veranderinge wat hy as noodsaaklik beskou 
het. 

Sy deurdringende benadering van enige 
probleem het meegebring dat hy nie alleen ’n 
meesterlike diagnostikus was nie maar ook ’n 
boeinde eksponent van die fundamentele 
vereistes wat noodsaaklik is vir 'n rasionele 
waardering van die beginsels van die chirurgie. 
Sy mensliewendheid was van so 'n aard dat hy 
’‘n hoogs onverdraagsame houding aangeneem 
het teenoor alle vorms van rassediskriminasie 
in watter gedaante hulle ook al te voorskyn 
gekom het. 

Hy het in 1927 aan die Universiteit van 
Kaapstad gegradueer, en sy skitterende aka- 
demiese prestasies word weerspieél deur die 
feit dat hy reeds in 1929 tot genoot van die 
Royal College of Surgeons toegelaat is. Tydens 
Wereldoorlog II het hy sy land met onder- 
skeiding gedien, en hy het baie jare bestee aan 
die belange van sy kollegas, sowel binne as 
buite die georganiseerde groepe van die pro- 
fessie. Hy was een van die klein groep wat 
verantwoordelik was vir die stigting van die 
Kaapstadse Na-graadse Geneeskundige Vereni- 
ging, en die tydskrif van daardie vereniging, 
Clinical Proceedings, van stapel gestuur het. 
Hy was ook jare lank lid van die Federale 
Raad van die Mediese Vereniging van Suid- 
Afrika, en het in die Keurkomitee van die Eli 
Lilly Medical Research Fellowship (South 
Africa) gedien. 

Mnr. Cole Rous was een van die stukragte 
agter die stigting van die Suid-Afrikaanse 
Kollege van Interniste en Chirurge. Hy het 
die Kollege gekonsipieer as ’n bolwerk teen 
verydeling in die akademiese en professionele 
sfeer. Hy het dit gesien as ’n akademie van 
geleerdheid wat alle kollegas in die professie 
op ’n gelyke voet sal omvat, en, as hy nie in 
die fleur van sy lewe heengegaan is nie, sou 
hy ongetwyfeld ’n baie welkome eerste presi- 
dent van die Kollege geword het. 

Hoewel hy ongeveer 10 jaar gelede die slag- 
offer van ’n ernstige aanval van koronére trom- 
bose geword het onderwyl hy na-graadse 
onderrig in die sale van die Groote Schuur- 
hospitaal gegee het, het hy van sy siekte her- 
stel en sy merkwaardig bedrywige en aktiewe 
lewe hervat. Dit was derhalwe des te meer 


skokkend om te verneem dat hy op 16 Novem- 
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EPIDEMIC MYASTHENIC NEURITIS 


ICELANDIC DISEASE? DURBAN DISEASE? 
VANDERBIJLPARK DISEASE? WITWATERSRAND 
DISEASE? 


At the time of the year when poliomyelitis 
reaches its seasonal peak, other diseases also 
characterized by apparently severe neurological 
manifestations may be prevalent. This can 
create difficult if not baffling problems in 
diagnosis, especially when these other disorders 
themselves assume epidemic proportions. Yet 
in so far as they course to a mild or innocent 
conclusion it becomes important for the practi- 
tioner to be able to recognize the true nature 
of the illness and to give the patient the im- 
portant reassurance of a benign prognosis. 

The recent epidemic of what has come to 
be called the Durban Mystery Disease pro- 
duced this very problem in Natal, and similar 
if not identical outbreaks were soon recognized 
in other provinces. The Durban outbreak 
occurred at a time when poliomyelitis was pre- 
valent. Laboratory investigations failed to 
establish a viral aetiology (within the limits 
of the resources available for this type of work 
in South Africa); nor was any form of chemical 
poisoning incriminated. 

The Durban disease appears to be related to 
a group of aetiologically obscure involvements 
of the nervous system of which one of the 
best known is typified as Icelandic disease; 
and it is in this category that we must for the 
time being place the outbreak in the Transvaal 
at Wanderbijlpark which is reported fairly 
fully elsewhere in this issue by Craig Coch- 
rane and Vorster and an apparently similar 
epidemic on the Witwatersrand noted by Jack- 
son, Jacobson and Cooper in a preliminary 
communication also published in this issue. 

One of the important conclusions arrived 
at by these observers is that the condition is 
organic and not hysterical, and its benign 
course is confirmed. It presents as a charac- 
teristic clinical entity which should permit its 
recognition positively and not by a process of 
exclusion. Reasonably certain diagnosis now 
seems possible at the bedside, without benefit 
of elaborate laboratory tests, though these 
should certainly not be neglected if the facili- 
ties to perform them are available. 

The current tendency to more severe and 
more frequent outbreaks of poliomyelitis, in- 
volving progressively older age groups, makes 
all the more necessary the recognition of 
nervous involvement of the type characteristic 
of this acute variety of neurological disturbance 
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ber 1955 weerens neergevel is, en dat hy twee 
dae later oorlede is ten gevolge van 'n trom- 
bose van die basale slagaar. Hy was by sy 
bewussyn byna tot op die oomblik van sy dood, 
en sy dapperheid in sy laaste beproewing het as 
voorbeeld gedien vir almal wat by hom was. 

Drie dae na sy heengaan is ’n roudiens in 
die St. Thomas-kerk, Rondebosch, gehou. Dit 
het geskyn asof al die kollegas wat ooit met 
hom saamgewerk het, in die stampvolle kerk 
was. Tydens die eenvoudige maar indruk- 
wekkende plegtigheid was dit duidelik hoe 
diep bewoé almal was wat gekom het om ‘n 
laaste en opregte hulde te bring aan ’n getroue 
vriend en ’n bekwame kollega van wie daar 
met reg gesé kon word: Nihil humani alienum 
putavit. 


EPIDEMIESE MIASTENIESE NEURITIS 


DURBAN-SIEKTE? 
WHITWATERSRAND- 


YSLAND-SIEKTE? 
VANDERBIJLPARK-SIEKTE? 
SIEKTE? 


Op die tydstip van die jaar wanneer polio- 
miélitis sy seisoenshoogtepunt bereik, kan 
ander siektes wat ook deur skynbaar ernstige 
neurologiese manifestasies gekenmerk word, 
hul verskyning maak. Dit kan moeilike, en 
selfs verbysterende diagnose-probleme skep, 
veral wanneer hierdie ander siektes ’n epide- 
miese vorm aanneem. En tog, in soverre hulle 
goedaardig of heeltemal onskuldig verloop, 
word dit belangrik vir die praktisyn om die 
ware aard van die siekte te herken sodat hy 
die pasiént met ’n goeie prognose kan gerus- 
stel. 

Die onlangse epidemie van wat sedertdien 
bekend geword het as die Durbanse Misterie- 
siekte het so ’n probleem in Natal geskep, en 
dergelike, indien nie identieke nie, siekteuit- 
brekings het kort daarna ook in die ander 
provinsies voorgekom. Die Durbanse siekte 
het sy verskyning gemaak op ’n_ tydstip 
toe poliomiélitis algemeen voorgekom het. 
Laboratorium-ondersoek het nie daarin geslaag 
om ’n virus-etiologie te bewys nie (binne die 
perke van die hulpbronne wat vir hierdie soort 
werk in Suid-Afrika beskikbaar is). Nog 
minder was daar enige vorm van chemiese ver- 
giftiging wat verantwoordelik gehou kon word. 

Dit skyn asof die Durbanse siekte verwant 
is aan ’n groep etiologies-duistere verwikke- 
linge van die senuweestelsel. Een van die 
bekendste hiervan staan as Ysyandse siekte 
bekend. Onder hierdie kategorie moet tydelik 
ressorteer die siekte-uitbreiding by Vanderbijl- 
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now reported in South Africa. The good prog- 
nosis which can be offered will allay the con- 
siderable anxiety of the patient and his 
relatives, an anxiety which can only be increased 
by any coincident poliomyelitic infections in 
the community at risk. The justifiable re- 
assurance which can be given when the correct 
diagnosis is made will also do much to enhance 
the rate of recovery, particularly as relapses 
may be a discouraging loses of this disease. 

The clear picture of the disorder described 
by the South African observers will alert prac- 
titioners throughout the country to the clinical 
features of this new epidemic and put them 
in a position to recognize also the sporadic 
cases which are likely to occur between the 
seasonal peaks. 

There seems good evidence that the condi- 
tion occurs when poliomyelitis is about and 
that its distribution is widespread throughout 
the whole of the Union. 

Now that the condition has been recognized 
and described fairly precisely in various parts 
of the world, there is clearly an urgent need 
for an agreed nomenclature to describe this 
form of epidemic neuritis. 


MEDICAL PRACTITIONERS AND THE 
CONTROL OF BODIES CORPORATE 


In a recent issue of this Journal! we drew 
attention to the affirmation by the Medical 
Council of the principle that bodies corporate 
providing medical services will be required to 
appoint a chief medical officer who will be 
responsible to the Council for any act or 
omission of which the Council may take 
cognizance. 

While the profession will endorse this step, 
the decision of the Council has nevertheless 
created misgivings among practitioners who 
are already or who are likely to be appointed 
chief medical officers to bodies corporate or 
other organizations providing medical services. 
Our colleagues feel that they need reassurance 
on the point that the chief medical officers 
will be responsible to the Council only for 
those acts or omissions by the body corporate 
which, if the body corporate had been a 
registered medical practitioner, would have 
been in the category of ethical transgressions 
of which the Council could take cognizance. 

We feel sure from the tenor of the debate 
on this principle on various occasions, that it 
is certainly not the intention of the Council 


1, Editorial (1955): This Journal, 1, 172. 
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park, in Transvaal, waaroor Craig Cochrane en 
Vorster betreklik volledig verslag in hierdie 
uitgawe doen, en ’n skynbaar dergelike epide- 
mie aan die Witwatersrand, waarop Jackson, 
Jacobson en Cooper die aandag vestig in ’n 
voorlopige bydrae wat ook in hierdie uitgawe 
verskyn. 

Een van die belangrike gevolgtrekkings 
waartoe hierdie waarnemers geraak het, is dat 
die toestand organies is, en nie histeries nie. 
Ook die goedaardige verloop daarvan is 
bevestig. Dit verskyn as ’n kensketsende 
kliniese entiteit wat die positiewe herkenning 
daarvan moontlik maak. M.a.w., dit is nie 
nodig om toevlug tot ’n proses van uitsluiting 
te neem nie. Dit skyn asof redelik akkurate 
diagnose by die bed van die pasiént tans 
moontlik is, sonder uitvoerige laboratorium- 
toetse, hoewel laasgenoemde nie oor die hoof 
gesien moet word as die fasiliteite daarvoor 
beskikbaar is nie. 

Die huidige neiging wat deur poliomiélitis 
geopenbaar word om meer dikwels en in 'n 
steeds ernstiger vorm voor te kom, en om 
mense neer te vel wat aan ’n progressief ouer 
ouderdomsgroep behoort, maak dit van die 
allergrootste belang om senuweeverwikkelinge 
van die tipe wat kensketsend is van hierdie 
akute soort neurologiese versteuring wat nou 
sy verskyning in Suid-Afrika gemaak het, te 
kan herken. Die goeie prognose wat aangebied 
kan word, sal veel doen om die aansienlike 
vrees van die pasiént en sy familiebetrekkinge 
uit die weg te ruim—'n vrees wat verhoog 
kan word as daar gelyktydig ook poliomiélitis- 
infeksie voorkom in die gemeenskap wat aan 
gevaar blootgestel is. Die geregverdigde ver- 
sekeringe wat gegee kan word as daar ’n 
korrekte diagnose is, sal ook veel doen om die 
hersteltempo te bespoedig, veral met die oog 
op die feit dat weerinstorting ’n ontmoedig- 
ende kenmerk van hierdie siekte is. 

Die duidelike beeld van die siekte, soos 
geteken deur die Suid-Afrikaanse waarnemers, 
sal praktisyns dwarsdeur die land op hul hoede 
stel vir die kliniese kenmerke van hierdie nuwe 
epidemie. Ten gevolge hiervan sal hulle in 
staat wees om ook die sporadiese gevalle wat 
waarskynlik tussen die seisoenshoogtepunte 
voorkom, te herken. 

Dit skyn asof daar afdoende bewyse is dat 
die siekte sy verskyning gelyktydig met polio- 
miélitis maak, en dat dit op ’n uitgebreide 
skaal dwarsdeur die Unie voorkom. 

Noudat die toestand herken en_betreklik 
akkuraat in verskillende dele van die wéreld 
beskryf is, is daar ’n voor die hand liggende 
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that chief medical officers should be respon- 
sible for culpable professional acts (civil or 
criminal) of which practitioners employed by 
the body corporate may be guilty, unless these 
acts have been done on instructions from the 
chief medical officer. 

In view of the concern which has been ex- 
pressed in some quarters, it would be desirable 
that the contemplated legislation should make 
it clear that the chief medical officer can be 
responsible to the Council only in respect of 
ethical matters when the body corporate is the 
offending person. 

A further point which has been debated 
since the announcement of the Council’s inten- 
tion to have this legislation introduced is the 
position of the chief medical officer vis-a-vis 
the Medical Council, should he find himself at 
loggerheads with the body corporate which 
employs him, in respect of a possible ethical 
transgression. If medical officers are to be 
held responsible by the Council for acts under- 
taken by the body corporate, the professional 
responsibility imposed on them by the Council 
should go paired with a measure of protection 
for the medical officer concerned, in the event 
of irreconcilable conflict between the body 
corporate and its professional employee. No 
medical practitioner should be placed in the 
undesirable position of being forced to tender 
a resignation in such circumstances, in order 
to avoid disciplinary action by the Council; his 
livelihood may be at stake. Nor should a body 
corporate be able to take advantage of the 
vulnerable position in which registered practi- 
tioners may be placed, to use the situation as 
a stratagem to dismiss a chief medical officer. 
The proposed legislation should certainly give 
registered practitioners the required measure 
of protection in view of the sanctions they may 
face by the Council as result of a responsi- 
bility they are required involuntarily to assume. 

It has been left by the Council to the 
Minister of Health to adopt the most con- 
venient method of giving effect to the Coun- 
cil’s request. It has been suggested that the 
proposed legislation may be included in the 
provisions of the Friendly Societies Bill. As 
the issue is one involving ethical conduct of 
medical practitioners, it is difficult to see how 
the attempt to graft this feature onto the 
Friendly Societies Bill will prove to be any- 
thing but anomalous. In an analogous situa- 


tion involving bodies corporate carrying on 
business as chemists and druggists, the Medical, 
Dental and Pharmacy Act was amended in the 
required fashion (section 76 (2)). The logical 
place for the proposed legislation is therefore 
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behoefte om ’n naam te vind wat hierdie vorm 
van epidemiese neuritis sal beskryf. 


MEDIESE PRAKTISYNS EN DIE BEHEER 
VAN VERENIGDE LIGGAME 


In ‘n onlangse uitgawe van hierdie Tydskrif! 
het ons die aandag gevestig op die bekrag- 
tiging deur die Geneeskundige Raad van die 
beginsel dat daar van verenigde liggame wat 
mediese dienste verskaf, verlang sal word om 
’n mediese hoofamptenaar aan te stel wat dan 
verantwoording aan die Raad sal moet doen 
vir enige sondes van versuim of bedryf wat 
onder die aandag van die Raad gebring word. 

Terwyl die professie sy goedkeuring aan 
hierdie stap sal heg, het die besluit van die 
Raad nietemin argwaan gewek onder prakti- 
syns wat reeds aangestel is, of waarskynlik aan- 
gestel sal word tot mediese hoofamptenare van 
verenigde liggame of ander organisasies wat 
mediese dienste beskikbaar stel. Ons kollegas 
meen dat hulle die gerusstelling moet ontvang 
dat mediese hoofamptenare verantwoording 
aan die Raad sal moet doen slegs vir sondes 
van versuim en bedryf aan die kant van die 
verenigde liggaam wat, as daardie verenigde 
liggaam ’n geregistreerde mediese praktisyn 
was, onder die etiese oortredinge sou ressorteer 
waarvan die Raad kennis kan neem. 

Uit die strekking van die besprekings wat by 
verskillende geleenthede oor hierdie beginsel 
gevoer is, het ons afgelei dat dit beslis nie die 
bedoeling van die Raad is dat mediese hoof- 
amptenare verantwoordelik gehou moet word 
vir strafbare professionele dade (siviel of 
krimineel) waaraan praktisyns in diens van 
verenigde liggaame hulle skuldig maak tensy 
sodanige daad die regstreekse gevolg is van ’n 
opdrag wat deur die mediese hoofamptenaar 
uitgereik is nie. 

Met die oog op die besorgdheid wat in 
sommige kringe uitgespreek is, sou dit wenslik 
wees indien die voorgestelde wetgewing dit 
heeltemal duidelik maak dat ’n mediese hoof- 
amptenaar verantwoording alleen ten opsigte 
van etiese aangeleenthede aan die Raad sal 
moet doen wanneer die verenigde liggaam die 
oortreder is. 

’‘n Verdere punt wat te berde gebring is 
sedert die aankondiging van die Raad se voor- 
neme om hierdie wetgewing te laat indien, is 
die posisie van die mediese hoofamptenaar 
vis-a-vis die Geneeskundige Raad, indien hy 


1. Redaksioneel (1955): Hierdie Tydskrif, 1, 172. 
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the Medical, Dental and Pharmacy Act and it 
will be in the interests of all concerned if this 
Act is appropriately amended to include the 
proposed legislation. 

In any event, in view of the complex rami- 
fications of the contemplated change, it would 
certainly seem desirable to give all interested 
persons an opportunity of commenting upon 
the adequacy of the proposed legislation long 
before it reaches Parliament. 


VANCOMYCIN 
YET ANOTHER MOULDY PRODUCT 


There seems no limit to the therapeutic poten- 
tialities locked up in the lowly mildew. The 
antibiotic properties of the fungi from almost 
the entire surface of the earth are being 
explored and the enormous, painstaking 
surveys have yielded potent weapons for the 
successful treatment of heretofore fatal infec- 
tions. 

Following hard on the heels of the sulpha 
compounds, the antibiotics have ushered in a 
new therapeutic era whose achievements tower 
almost incomparably in the field of pharma- 
cology, and mark in a fitting way the peaceful 
uses of the genius of Man in the atomic age. 

It is a striking reflection on the function of 
the pharmaceutical industry in our time that 
research of this magnitude has been under- 
taken at private initiative and expense. Indeed, 
it is doubtful whether the vast technological 
and capital resources required could have been 
mobilized in academic quarters. In the event, 
the result has been to wrest from Nature 
compounds with a range of action extending 
from the protozoa through the bacteria even 
to the larger viruses. 

The list of antibiotics is a steadily growing 
one and the latest addition has recently been 
announced by Eli Lilly and Company in the 
U.S.A. This is one which appears in prelimi- 
nary clinical and laboratory studies to be a safe 
agent in the treatment of many common 
infections. Known as vancomycin, it is under- 
going further clinical trials before its general 
release. 

In a paper read before an antibiotics sympo- 
sium held in the auditorium of the Department 
of Health, Education and Welfare, Washing- 
ton, D.C., two Lilly research clinicians (R. S. 
Griffith, M.D. and Franklin B. Peck, Jr., M.D.) 
reported that vancomycin is primarily active 
against Gram-positive cocci. It has been tested 
in vitro against 24 strains of Streptococcus 
haemolyticus, all of which were inhibited by 
concentrations of 0.156 to 2.5 mcg. per ml. 
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oorhoop lé met die verenigde liggaam in wie 
se diens hy staan vir sover dit ’n moontlike 
etiese oortreding betref. As die Raad mediese 
amptenare verantwoordelik gaan hou vir die 
dade van die verenigde liggaam, behoort die 
professionele verantwoordelikheid wat die 
Raad op hul skouers lé gepaard te gaan met 'n 
mate van beskerming vir die betrokke mediese 
amptenaar in geval daar ’n onversoenlike bot- 
sing tussen die verenigde liggaam en sy pro- 
fessionele werknemer ontstaan. Geen mediese 
praktisyn behoort in die onwenslike posisie 
geplaas te word waar hy dissiplinére stappe 
aan die kant van die Raad alleen kan afweer 
deur sy bedanking in te dien nie; sy bestaan 
kan bes moontlik op die spel wees. Nog 
minder behoort ’n verenigde liggaam toegelaat 
te word om die kwesbare posisie waarin gere- 
gistreerde praktisyns bes moontlik geplaas kan 
word, uit te buit, en om die posisie as ’n 
skuifmeul te gebruik om van ’n mediese hoof- 
amptenaar ontslae te raak. Seer sekerlik behoort 
die voorgestelde wetgewing voorsiening te 
maak vir die vereiste mate van beskerming vir 
mediese praktisyns met die oog op die sanksies 
wat die Raad bes moontlik op hulle kan toepas 
as gevolg van die verantwoordelikhede wat 
hulle teen wil en dank moet aanvaar. 

Die Raad het dit aan die Minister van 
Gesondheid oorgelaat om die gerieflikste 
manier te vind om uitvoering aan die Raad se 
versoek te gee. Daar is aan die hand gedoen 
dat die voorgestelde wetgewing bes moontlik 
by die bepalings van die Wet op Vriendskap- 
like Vereniginge ingesluit kan word. Aangesien 
die saak egter betrekking het op die etiese 
gedrag van mediese praktisyns is dit moeilik 
om te begryp hoe enige poging om hierdie 
saak op die Wetsontwerp insake Vriendskap- 
like Vereniginge te ent op enigiets anders as 
’n anomalie kan uitloop. In ’n dergelike posisie 
—waarby verenigde liggame wat sake as ap- 
tekers en drogiste gedoen het, betrokke was— 
is die Wet op Geneeshere, Tandartse en Ap- 
tekers op die vereiste manier gewysig (artikel 
76 (2)). Die logiese plek vir die voorgestelde 
wetgewing is derhalwe die Wet op Genees- 
here, Tandartse en Aptekers, en dit sal in die 
belang van almal wees indien hierdie Wet op 
’n geskikte wyse gewysig word om voorsiening 
vir die voorgestelde wetgewing te maak. 

Met die oog op die ingewikkelde aard van 
die voorgenome verandering, sal dit in elk 
geval raadsaam wees om alle belanghebbende 
persone ’n kans te gee om kommentaar op die 
doeltreffendheid van die voorgestelde wet- 
gewing uit te oefen lank voordat dit die 
Parlement bereik. 
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Forty-one of 43 strains of Micrococcus pyo- 
genes var. aureus (Staphylococcus aureus) were 
inhibited by dilutions of 0.156 to 1.87 mcg. 
per ml. of vancomycin. 

Resistance studies were made on 13 strains 
of Staphylococcus aureus, most of them 
obtained from patients with staphylococcal 
infections. Virtually no resistance to vancomy- 
cin was observed, even though the strains were 
subcultured as many as 25 times in media con- 
taining various concentrations of vancomycin. 

Six strains of penicillin-resistant staphy- 
lococci were included in the series. All were 
sensitive to vancomycin. Each of 3 strains 
resistant to erythromycin was also inhibited 
by vancomycin. 

Other species of bacteria sensitive to van- 
comycin were: Streptococcus viridans, Strepto- 
coccus pneumoniae, Micrococcus pyogenes vat. 
albus (Staphylococcus albus), Sarcina lutea and 
Streptococcus faecalis. 

The scope of antibiotic attack on disease is 
constantly being extended and it is unlikely 
that the end of these discoveries is in sight. 
These potent drugs have not only revolu- 
tionized the treatment of infection; they have 
also altered the whole concept of hospitaliza- 
tion in the management of disease. Apart from 
their drastic curtailment of mortality, these 
life-saving antibiotics, by shortening the course 
of so many ills, have also shortened the occu- 
pation of hospital beds, which have therefore 
virtually been increased many times without 
the laying of a single brick. The shortage of 
beds has for long been an acute problem and 
these drugs have averted an even greater 
accommodation crisis than the country already 
faces. 

The price of a hospital bed is today between 
£2,000-£3,000. One third of the total annual 
expenditure of the Transvaal province alone 
is accounted for by the high cost of hospital 
administration and the total expenditure in 
that province is said to be increasing at the 
rate of more than £600,000 a year. The cost of 
the hospital service to the Transvaal taxpayer 
in the financial year 1954-1955 was over 
£10,000,000, and nearly £2,250,000 was esti- 
mated for the building of new hospitals and 
extensions to existing buildings! It is there- 
fore against such a therapeutic and administra- 
tive background that the cost of these drugs 
must be viewed. When this is done it will be 
appreciated how ill founded is the almost 
annual complaint about the high cost of drugs 
in medical care. 


1. Sunday Times, 1 May 1955. 
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VANCOMISIEN 


VERDERE SKIMMELPRODUK 


Dit skyn asof daar geen perke is aan die tera- 
peutiese moontlikhede wat in nederige skimmel 
opgesluit lé nie. Die antibiotiese eienskappe 
van byna al die swamme wat op aarde aan- 
getref word, word ondersoek, en die uitgebreide 
en nougesette navorsingswerk het ons reeds 
voorsien van ’n aantal kragtige wapens vir die 
suksesvolle behandeling van infeksies wat tot 
dusver noodlottige gevolge gehad het. 

Kort op die hakke van die sulfasamestellings 
het gekom die antibiotica, wat ’n nuwe tera- 
peutiese tydperk ingelui het. Die prestasies 
van hierdie tydperk op die gebied van die 
farmakologie is so te sé sonder weerga, en is 'n 
passende bewys dat die mens in die atoomeeu 
sy genie ook vir vreedsame doeleindes aan- 
gewend het. 

Die feit dat navorsingswerk van _ hierdie 
omvang op private inisiatief en op private 
onkoste onderneem is, is ook ’n treffende 
huldeblyk aan die rol wat die farmaseutiese 
bedryf in ons dae speel. Trouens, dit is twyfel- 
agtig of akademiese kringe die geweldige 
tegnologiese en kapitaalhulpbronne wat vir 
hierdie soort werk nodig is, sou kon gemobili- 
seer het. In elk geval, aan die natuur is daar 
ontwring ’n verskeidenheid van samestellings 
met ’n aksie-omvang wat vanaf die protosoé 
deur die bakterieé en selfs tot by die groter 
virusse strek. 

Die lys van antibiotica word geleidelik 
groter, en die jongste toevoegsel is onlangs 
deur Eli Lilly & Kie. in die Verenigde State 
aangekondig. Dit is ’n antibioticum wat, 
geoordeel aan die voorlopige kliniese en labora- 
toriumstudies, ‘n veilige middel vir die 
behandeling van talle gewone infeksies is. Dit 
dra die naam vancomisien, en dit word aan 
verdere kliniese toetse onderwerp voordat dit 
algemeen beskikbaar gestel word. 

In ’n referaat voor ’n antibiotiese simposium 
wat in die saal van die Departement van 
Gesondheid, Onderwys en Welsyn in Washing- 
ton, D.C., gehou is, het twee Lilly-navorsings- 
kliniste (R. S. Griffith, M.D., en Franklin B. 
Peck, Jnr., M.D.) gerapporteer dat vancomisien 
in die eerste en vernaamste plaas aktief teen 
die Gram-positiewe kokki optree. Dit is 
getoets in vitro teen 24 soorte Streptococcus 
haemolyticus, en almal is gestrem deur konsen- 
trasies van tussen 0.156 en 2.5 mcg. per ml. 
Een-en-veertig van die 43 soorte Micrococcus 
pyogenes var. aureus (Staphyloccus aureus) is 
gestrem deur verdunnings van tussen 0.156 en 
1.87 mcg. per ml. vancomisien. 
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NOTES AND NEWS - BERIGTE 


We deeply regret to record the death overseas of 
oe T. B. Davie, Principal of the University of Cape 

‘own. 

He was born in South Africa and after a dis- 
tinguished career as a pathologist in the United 
Kingdom he returned to the country of his birth to 
become the second medical practitioner to occupy 
the distinguished post of Principal of the University. 

Despite a severe chronic affliction in recent years, 
his enthusiasm for his onerous duties was un- 
diminished and he gave without stint of his services 
to the numerous extra-University demands made 
upon him. 

His loss will be mourned not only by the 
University of Cape Town, but by the medical pro- 
fession throughout the country. 


FELLOWS OF THE UNIVERSITY OF CAPE TOWN 


Prof. J. F. Brock and Dr. Clarence Merskey have 
been elected Fellows of the University of Cape Town 
for the period 1956-1960. 


PAEDIATRIC ESSAY PRIZE 


The South African Paediatric Association has 
awarded the 1955 Paediatric Essay Prize to Mr. L. H. 
Opie (a medical student at the University of Cape 
Town) for his article entitled The Pathogenesis, 
Signs Symptoms, Treatment and Prognosis 
of Tuberculous Meningitis in Childhood. 


Dr. P. H. Harley (formerly of Penge, Eastern Trans- 
vaal) is now in practice at Reddersburg, O.F.S. 


EXPERIMENTAL RESEARCH INTO PROBLEMS OF 
AGEING 


Candidates wishing to submit entries for the 
1955-56 Ciba Foundation Awards of papers descrip- 
tive of research relevant to basic problems of ageing 
are reminded that these must reach the Ciba Founda- 
tion not later than 10 February 1956. 

Information about the Awards, for those not already 
aware of the conditions, may be obtained on appli- 
cation to Dr. G. E. W. Wolstenholme, Director and 
Secretary to the Executive Council of The Ciba 
a 41 Portland Place, London, W.1, Eng- 
and. 


Mr. Jack Penn, F.R.C.S., of Johannesburg, has been 
appointed Honorary Consultant in Plastic and 
Maxillo-Facial Surgery to the Addington Hospital, 
Durban. 
Mr. Penn will visit Durban from time to time 
in a consultant capacity. 
* * * 


Dr. Wolf Rabkin, formerly Head, Paediatric Depart- 
ment, University of Cape Town, has retired from 
his position of Senior Paediatric Physician to the 
Groote Schuur Hospital and to the Peninsula 
Maternity Hospitals under the age regulation im- 
posed by the Provincial Council. 

Dr. Rabkin, however, continues in private practice 
at National Mutual Buildings, Church Square, Cape 
Town. 

Dr. R. T. Hayes, formerly of Johannesburg, is now 
resident in Irene, Transvaal. 


Dr. H. Goldberg, formerly of Durbanville, is now 
in practice at Bellville, C.P. 
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Weerstandstudies is gedoen met 13 soorte 
Staphylococcus aureus, die merendeel waarvan 
verkry is van pasiénte stafilokokkus- 
infeksies. Feitlik geen weerstand teen van- 
comisien is waargeneem nie, hoewel die soorte 
aan nie minder as 25 onderkwekings onder- 
werp is nie—in media wat verskillende kon- 
sentrasies van vancomisien bevat het. 

Ses soorte stafilokokki wat weerstand teen 
penisillien bied, is ingesluit by die reeks. Almal 
was gevoelig vir vancomisien. Iedereen van 
die 3 soorte wat weerstand teen eritromisien 
bied, is ook deur vancomisien gestrem. 

Ander soorte bakterieé wat gevoelig vir van- 
comisien is, is: Streptococcus viridans, Strep- 
tococcus pneumoniae, Micrococcus pyogenes 
var. albus (Staphylococcus albus), Sarcina lutea 
en Streptococcus faecalis. 

Die bestek van antibiotiese aanvalle op 
siekte word gedurig uitgebrei, en dit is onwaar- 
skynlik dat die einde van hierdie soort ont- 
dekkings reeds in sig is. Hierdie kragtige 
middels het nie alleen ’n algehele omwenteling 
in die behandeling van infeksie teweeggebring 
nie, maar het ook die hele begrip van hospi- 
talisasie vir die beheer van siektes verander. 
Afgesien van die drastiese vermindering van 
die sterftesyfer, het hierdie reddende anti- 
biotica die verloop van talle siektes verkort. 
Ten gevolge hiervan word hospitaalbeddens 
nie so lank beset deur pasiénte wat aan hierdie 
siektes ly nie, en hospitale is dus feitlik ver- 
groot sonder dat dit nodig was om ’n enkele 
steen te 1é. Die tekort aan beddens is reeds 
lank ’n akute probleem, en ’n selfs groter 
akkommodasie-krisis as dié waarvoor die land 
reeds te staan gekom het, is dus deur hierdie 
middels afgeweer. 

Die prys van ’n hospitaalbed is vandag 
tussen £2,000 en £3,000. Een-derde van die 
totale jaarlikse uitgawe van die provinsie 
Transvaal word deur die hoé koste van hospi- 
taaladministrasie in beslag geneem, en daar 
word beweer dat die totale uitgawes in daardie 
provinsie met meer as £600,000 per jaar styg. 
Hospitaaldienste gedurende die finansiéle jaar 
1954-1955 het Transvaalse belastingbetalers 
meer as £10,000,000 gekos, en byna £2,250,000 
is bewillig vir die oprigting van nuwe hospitale 
en die uitbreiding van bestaande geboue.' Dit 
is derhalwe teen hierdie terapeutiese en 
administratiewe agtergrond dat die prys van 
hierdie middels betrag moet word. Doen ’n 
mens dit, word daar besef hoe ongegrond die 
klagtes is wat ’n mens so dikwels hoor, nl. dat 
die prys van die geneesmiddels wat voorgeskryf 
word, te hoog is. 


1. Sunday Times, 1 Mei 1955. 
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DURBAN MYSTERY DISEASE 


A REPORT ON AN OUTBREAK OF A SIMILAR NERVOUS DISORDER 


J. CRAIG COCHRANE, B.Sc., M.D. (LOND.), M.D. (RAND), M.R.C.P. (LOND.) 
and 
F, M. VoRSTER, M.B., B.CH., D.H.P. (RAND) 
Vanderbijlpark, Transvaal 


In Vanderbijlpark, during the late summer of 
1954-55, we saw 10 cases of an unusual para- 
lytic and anaesthetic nervous condition. All 
10 cases followed a basic pattern which 
resembled in many aspects—except in the 
acuteness and completeness of onset—the cases 
described from Addington Hospital during the 
same summer, and called ‘Durban Mystery 
Disease’. 

As in Durban disease, all our investigations 
were negative—bacterial, viral and the agglu- 
tinin series. Cerebrospinal fluid from lumbar 
puncture was normal, except for an occasion- 
ally raised globulin. A chemical cause for the 
paralysis was sought but not found. Rapid 
recovery of the gross incapacity was the rule 
(within one week, more rapid than in the 
Durban cases) and relapses were frequent. 

It was felt that these cases should not be 
reported until some concrete indication of the 
aetiology could be given. Five points, how- 
ever, influence us in recording them now. 

1. No further cases have been seen through- 
out the winter. It is probable, therefore, that 
the cause is infective and viral, and related to 
the poliomyelitis ‘season’. 

2. At several meetings and discussions on 
Durban disease one has heard the opinion 
voiced that this and related conditions are 
hysterical. This diagnosis was most seriously 
considered in all our cases. Like the Durban 
cases, they were ‘bizarre’. With the accumu- 
lation of cases and of evidence it became 
obvious to us—and we are fortunate in prac- 
tising as a large group of doctors who con- 
stantly exchange opinions—that we were not 
dealing with hysteria, but an unusual clinical 
entity. 

3. The protagonists of the ‘mass hysteria’ 
theory in Durban disease have laid great stress 
on the fact that no children were affected. In 
our series there were 2 children, one aged 24 
and the other 6 years. 

4. Several of our cases demonstrated abnor- 
mal muscle reactions to faradic stimulation. 
Five of them are still aware of weakness and 


disturbance of sensation in previously affected 
limbs when under physical and emotional 
stress. This was discovered on routine follow- 
up. None of the 5 had made specific com- 
plaint to their doctor but had accepted the 
disability. 

5. Although we were not able to define the 
cause, we found that an ability to recognize 
the cases clinically, and to prognose from 
experience, was of tremendous help to us. 


CLINICAL DESCRIPTION: THE ADULT CASE 


The pattern of symptomatology and signs was 
so constant, that the following case history 
mirrors that of the other 7. 

D. P. D.: Relevant previous history of 
coryza and gastro-enteritis 10 days before. On 
15 April 1955 he awoke with headache, 
which eased within the hour. At 4 p.m., while 
at work and feeling quite well, he attempted 
to lift a weight and failed. He was astonished 
to find his right arm ‘asleep’ and ‘lame’. He 
made a further attempt to use his arm and 
noticed that it ‘shook’. A fleeting dull pain 
was felt at intervals through the limb, and a 
‘creeping feeling’ on the surface. There was 
no colour change in the arm. There was no 
pyrexia, or other symptoms of generalized ill- 
ness. Repeated efforts to use the arm all failed. 

On examination at 6 p.m. his temperature 
was 98.2° F. Pulse rate, 80 per minute. His 
face was flushed. He was anxious but fully 
co-operative. Nothing abnormal was detected 
in the head and neck. The general systemic 
examination was negative. Signs and symp- 
toms were confined to the right arm, shoulder 
and lateral wall of the chest. The right arm 
was severely paresed in all its movements. 
There was a palpable ebb and flow of muscle 
tone. The patient said he felt that the normal 
power was ‘almost there’ and then it suddenly 
“let him down’. This was well demonstrated 
when the patient, using his left arm for place- 
ment of the right, propped himself up on the 
affected elbow. He held his position momen- 
tarily and then collapsed. All tendon reflexes 


| 
‘ 


10 MEDICAL PROCEEDINGS - MEDIESE BYDRAES 


in the right arm were reduced as compared 
with the left. 

Sensory loss extended from C4 to T3 and 
involved : 

(a) Absolute loss of light touch and pin 
prick. 

(b) Extremely poor positional sense. 

(c) Partial retention of deep pressure and 
temperature sense. 

By 8 p.m. the sensory loss had spread to TS. 
The upper right abdominal reflex was lost. 
All tendon reflexes of the right arm were very 
difficult to obtain. The left arm and leg 
reflexes were normal. Superficial and deep 
pain sense were further diminished. 

16 April 1955. No change was apparent in 
any of the signs. There was considerable pain 
in the area of sensory loss about the shoulder 
and back. 

Cerebrospinal Fluid: Pressure: 110 mm. 
H:0; Globulin: Slight excess; Total protein: 
30 mg. per 100 c.c.; Chlorides (as NaCl): 735 
mg. per 100 cc. No cells were detected. 
Wassermann Reaction: Negative. 

17 April 1955: Extensor tendon reflex of 
the fingers returned. The abdominal reflex 
was still absent. The sensory loss was as 
severe as before but the patient stated the arm 
was ‘improving’; he has noted sudden flexions 
and ‘jumps’. He was apyrexial throughout. 

In the late afternoon pain in the muscles of 
the right arm was severe, with some tender- 
mess. Tone improved and there was slight 
movement in all muscle groups. 

The tendon and muscle reflexes of the left 
arm were noticeably brisk. 

Blood Count: Hb, 16 g.%. Leucocytes: 
8100 per cmm. Polymorphonuclears, 59.5%; 
Large mononuclears, 4%; Lymphocytes, 36%; 
Eosinophils, 0.5%. Wassermann Reaction: 
Negative. 

18 April 1955. The fingers could be moved 
again, although the grip was negligible. 
Coarse shoulder movements were returning. 
The triceps jerk was obtained. Sensory loss 
returned to the T3 level. 

19 April 1955. There was recovery of 
movement in the whole arm and recovery of 
sensation. Pin-prick, light touch and postural 
sense were almost normal. Power was reduced. 
No muscle groups were paralysed. The right 
abdominal reflex was poor but present. 

20 April 1955. The right arm had now 
recovered but was weaker in all its movements 
than the left. The patient was allowed to 
return home. 

27 April 1955. He continued to feel quite 
well, and was still conscious of some weakness 
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of the right arm; but sensation was normal 
and general health good. 


SUBSEQUENT PROGRESS 


The reactions of the muscles to faradic stimu- 
lation was tested as follows: 

As it was not possible to measure the 
amount of faradic current needed to produce 
a contraction, the minimum amount of current 
used to elicit a response in the corresponding 
muscle of the unaffected limb was used as a 
criterion, with the following result (on 23 
May 1955): 


Muscle Left Right 

Deltoid Normal Normal 

Biceps Normal Reduced (Current con- 
siderably increased) 

Triceps Normal Normal 

Supinator Normal Normal 


The right arm was still considerably weaker 
than the left. 

August 1955. The right arm was improving 
steadily, so that at times it was almost normal 
but he still got relapses of the weakness. In 
the interim period he had not seen his doctor 
or complained about the arm. 

November 1955 (Follow-up). The right 
arm was much improved except for a slight 
residual weakness on lifting heavy weights. 
There was a patch of hypoaesthesia in the 
antecubital fossa and the upper volar surface 
of the forearm. 


CLINICAL DESCRIPTION: THE CHILD CASE 


J. C., aged 23 years, had had a minor attack 
of diarrhoea 10 days before the onset of the 
present illness. On 23 April 1955 the child 
awoke somewhat fretful. Two hours later the 
mother noted that he was limping badly on 
the right leg and dragging that limb. No 
pyrexia, no tachycardia. The child sat down 
and refused to walk or stand. 

When he was admitted to hospital, he 
showed the same phenomena as were noted in 
the adults (vide supra). There appeared to 
be an ebb and flow of tone in the paresed 
limb. The child could be persuaded to stand, 
greatly favouring the right leg. He held his 
position for a matter of seconds, when the leg 
“gave way’ under him and he collapsed. There 
was general impairment of sensation to pin 
prick over the whole limb. No true seg- 
mental distribution could be made out. It 
was not possible to assess positional and tem- 
perature sense. The right knee jerk was 
diminished, but all other reflexes were present 
and equal. 

Cerebrospinal Fluid. Pressure: 110 mm. 
H:0. Total protein: 30 mg. per 100 cc. 
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Sugar: 50 mg. per 100 cc. Chlorides (as 
NaCl): 735 mg. per 100 cc. Ceils: 100 red 
cells per cm. (Movement had caused 
bleeding in the last seconds of puncture.) 

The child was extensively investigated for 
osteomyelitis, arthritis of various causes, mus- 
culo-skeletal pathology, with the possibility of 
poliomyelitis being constantly borne in mind. 
A full blood count was within normality. 
Stool and urine examinations were normal. 
X-ray of both legs and pelvis showed no 
abnormality. The child was apyrexial through- 
out. 

On the second and third day he appeared to 
have considerable pain in the paresed limb. 
On the fourth day he stood without discomfort 
and progressed steadily from that day on. The 
right knee jerk was equal to the left on the 
sixth day. The child returned home on the 
eighth day in apparently normal health. 

Subsequent Progress: The family left the 
area 3 months later. There had been no 
relapse of pain or paresis up to that time. 


SUMMARY OF CASES 


The salient features of the cases are sum- 
marized in Table 1. 


DIFFERENTIAL DIAGNOSIS 


In the diagnosis of our cases the following 
conditions were considered (as well as those 
of scurvy, osteomyelitis and other childhood 
diseases in the younger cases) : 

1. Anterior poliomyelitis.4 

2. Abortive poliomyelitis.*: '3 

3. Coxsackie virus infection.® 

4. Hysteria.?: 45 

5. Guillain-Barré syndrome (Infectious poly- 
neuritis).4> 12 

6. Icelandic disease,’ Adelaide,’ Coventry,’ 
Middlesex Hospital,? New York State Epi- 
demic!® and Durban Mystery Disease.!-3 


ANTERIOR POLIOMYELITIS 


We were influenced against this diagnosis by 
the following signs and symptoms in our 
cases : 

The absence of fever or systemic reaction; 
the onset of paralysis on the first day of 
severe illness, against the delayed appearance 
of paralysis in poliomyelitis; the severity of 
the sensory involvement—in poliomyelitis sen- 
sory involvement is usually limited to pre- 
paralytic hyperaesthesia; the rapid recovery of 
the gross signs of paresis, within a week as 
against the possibly permanent incapacity of 
poliomyelitis; the indefinite tendon reflex 
changes as against a flaccid paralysis; the 
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absence in our cases (although it is suggested 
in the Durban cases) of the ‘tripod sign’: after 
paresis, the absence of wasting; the normal 
cerebrospinal fluid as against the many cells 
and slightly elevated protein in poliomyelitis. 


ABORTIVE POLIOMYELITIS 


The same factors as were considered in polio- 
myelitis of a more severe degree were con- 
sidered here. The greatest differentiation to 
our minds was in this—that abortive polio- 
myelitis is a disease of systemic reaction with 
mild paretic disturbance; in our cases the sys- 
temic reaction was minimal, the paretic and 
sensory disturbance dramatic. 


COXSACKIE VIRUS INFECTION 


This again is an essentially febrile illness. In 
our cases there was no nausea, vomiting or 
neck rigidity, although these symptoms—com- 
mon to the Coxsackie infection—had been 
reported in other epidemics.” 5»7)10 The pain 
in Coxsackie infection is usually diffusely 
abdominal or of a pleurodynia type; in ours it 
involved a limb or suggested nerve segments. 
Finally, of course, the Coxsackie virus was not 
recovered. 


HYSTERIA 


Because the condition was unusual in its 
presentation, because we knew of the doubt 
expressed over other cases, because we our- 
selves were often disturbed by the bizarre 
nature of the disease (before we learned to 
recognize the basic pattern) we set ourselves 
the arguments ‘for’ and ‘against’: 


MAIN POINTS FOR AN ORGANIC DIAGNOSIS 


(a) Wide age range from 24 to 45 years. 

(b) Wide social and economic scatter of 
affected persons: no one person knew any 
other except casually. 

(c) Social embarrassment due to the illness. 
One male had to postpone his holiday, 2 had 
important and pleasant social engagements 
which had to be cancelled. 

(d) Consistent pattern of the illness—sud- 
den onset with full paralysis within hours, 
definite and widespread sensory loss, recovery 
of gross dysfunction within 5 days, slow resi- 
dual recovery, tendency for severer symptoms 
to relapse under stress. 

(e) Frequent loss of tendon reflexes. 

(f) Sensory loss more closely following the 
dermatomes than was apparently the case in 
Durban disease. 

(g) Abnormalities of muscular reaction to 
faradic stimulation. 


XUM 
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MAIN POINTS FOR HYSTERICAL DIAGNOSIS 


The bizarre nature of the illness : 

(a) Sudden onset. 

(b) Total limb affected. 

(c) Associated widespread sensory loss. 

(d) Absence of pyrexia or systemic reaction. 

(e) Rapid recovery of gross dysfunction. 

(f£) Absence of any persistent cerebrospinal 
fluid findings except occasionally a raised 
globulin. 

(g) Negative 
chemical studies. 

(h) Difficulty in placing the lesion. The 
synapses of the nerve roots were considered, 
and the mid-brain nuclei. 

The waxing and waning of power in the 
limb was so peculiar a symptom and sign that 
it was naturally at first considered to support 
the diagnosis of hysteria. Later, we felt it was 
an important point in the organic diagnosis, 
because it was peculiar and regularly present 
in patients who at no time had had contact 
with one another. It was described by them 
in different ways: ‘Dit kom en dit gaan’; ‘I 
can feel the strength in the background, but it 
keeps fading away’. Delighted as all patients 
were when normal movements returned to the 
affected limb, several of them were not sur- 
prised at their quick recovery ‘because it was 
always so nearly there’. 


virological, bacterial and 


GUILLAIN-BARRE SYNDROME 


The Guillain-Barré syndrome is a severe ill- 
ness, with symmetrical and ascending paralysis 
and cranial nerve and visceral involvement. 
The sensory examination does not always 
reveal defects and the sensory disturbances, 
when present, are usually transient and more 
conspicuous distally than proximally. Damage 
is progressive and prolonged and may be fatal. 
Recovery is slow and continuous. The cerebro- 
spinal fluid characteristically shows a high 
protein with few cells. 


ICELANDIC DISEASE, ADELAIDE, COVENTRY, 
MIDDLESEX HOSPITAL AND NEW YORK STATE 
EPIDEMICS, DURBAN MYSTERY DISEASE 


It appears that the cases reported in this group, 
and in the present series, have much in com- 
mon and are probably manifestations of the 
same disease. When one accepts that the 


disease varies considerably in severity and pre- 
sentation one can go further and state that 
all are probably manifestations of the same 
definite clinical entity. In support of this the 
following close resemblances must be noted: 

1. A persistent relation to the poliomyelitis 
season’. 


MEDICAL PROCEEDINGS - MEDIESE BYDRAES 13 


2. Frequent minor constitutional disorders, 
sore throat, gastric upset, occurring from 1—2 
weeks before the onset of paresis. 

3. An onset of weakness, often dramatic in 
its suddenness. 

4. A constant difficulty on the patient’s part 
in describing the loss of normal limb function 
which he has experienced. This has been 
described as a ‘heaviness in the affected limb’, 
or as an ‘ebb and flow of power’. Hill has 
written: ‘The muscles contract in a curious 
interrupted and clonic-like fashion’, and 
Macrae that there is ‘an umsteadiness in res- 
ponse to effort’. 

5. A simultaneous sensory loss which may 
be severe and widespread involving light 
touch, pain, vibration, position sense or only 
one of these. 

6. Tendon reflexes are often lost and fre- 
quently diminished, but may be normal. It 
is evident that the fact that tendon reflexes 
are normal, cannot (in the face of other signs 
and symptoms of the disease) be taken as 
‘shut-out’ proof that no organic disease is 
present. 

7. Prominence of tenderness in the affected 
muscles which may be severe, and present 
with fibrillation. 

8. Frequent severe pain in the affected 
larger muscle groups, particularly the shoulder 
girdle and subcostal group, on the third or 
later day of the illness. 

9. Spasm of the affected muscle groups. 
This has been reported, especially in relapses, 
as a ‘swelling’ or ‘tumour’ in the area. 

10. Normal cerebrospinal fluid findings, or 
occasionally a raised globulin. 

11. Frequency of relapses, by which an 
apparently short-lived illness has often become 
a protracted and distressing one. 

In our own series it is noteworthy that all 
cases had negative Wassermann reactions. 

No constant history of exposure to insecti- 
cides, or of alcoholism, was obtained. Many 
had taken no medicines for several weeks. 
Adult workers came from occupations as dis- 
tinct as clerks, nurses and furnace-workers. 

There was no social or environmental con- 
tact within the group. 


SUMMARY 


Ten cases of an unusual paralytic and anaes- 
thetic nervous disease are described. 

In many respects they resemble the cases 
described as ‘Durban Mystery Disease’. 

The presentation of many cases is ‘bizarre’, 
but these unusual signs and symptoms in 
themselves constitute a clinical entity, obviously 
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closely related to that already described as 
Icelandic disease. 

The differential diagnosis is considered. 

A clinical description of the condition is 
given to assist in recognition and prognosis 
should further cases arise. 

No aetiological agent has yet been defined. 
A viral condition is presumed. 


ADDENDUM 
Another case of this syndrome, seen in Johannes- 
burg in December 1955, following an acute onset 
on 24 October 1955, showed partial reaction of 
degeneration by the Neuroton machine investiga- 
tions, although no reflex changes were present on 
clinical examination. 


OPSOMMING 


Tien gevalle van ’n buitengewone paralitiese en 
anestetiese senuweesiekte word beskryf. In sommige 
opsigte stem hulle ooreen met die gevalle wat as 
die ,,Durbanse Misteriesiekte” bekend staan. Die 
vreemde aard van die toestand word bespreek teen 
die agtergrond van histerie-diagnose. 

’n Kliniese ing van die gevalle word ver- 
strek om met herkenning en prognose te help indien 
verdere gevalle voorkom. 

Geen etiologiese agens is tot dusver omskryf nie. 
’n Virustoestand word vermoed. 


Our thanks are due to the following doctors who 
helped us with cases: 
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Dr. J. Laurence, Dr. D. du Plessis, Dr. C. 
Diemont, Dr. J. Watson, Dr. E. Skinstad, Dr. H. 
Exner, Dr. R. Keet, Dr. H. Fergus, Dr. N. van 
Reenen, Dr. H. Steyn; and to Dr. James Gear, 
who saw the case D.P.D. for us. 
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AN OUTBREAK IN JOHANNESBURG OF A DISEASE 
RESEMBLING POLIOMYELITIS 


PRELIMINARY COMMUNICATION 


A. L. JACKSON, M.A., M.B. 


(CAMB.), M.R.C.P. (LOND.)* 


Fever Hospital, Johannesburg 


S. JACOBSON, M.Sc., M.B., B.Ch. (RAND), M.R.C.P.E., M.R.C.P. (LOND.)t 
Johannesburg 


and 


B. Cooper, M.B., B.CH. (RAND) 
Fever Hospital, Johannesburg 


During the last epidemic of poliomyelitis in 
Johannesburg, which lasted from August 1954 
to March 1955, several cases were seen that 
differed in many important aspects from the 
usual appearances of acute anterior poliomyelitis 
and from the known clinical variants of this 
illness. It is well established that 10—-15% of 
all cases of poliomyelitis will have no cells in 
the cerebrospinal fluid and will have minimal 


‘ * Physician-in-Charge, Fever Hospital, Johannes- 
urg. 

+ Neurologist, Far East Rand Hospital, Springs. 

t Senior House Physician, Fever Hospital, Johan- 
nesburg. 


signs; also virus need not necessarily be 
recovered from every case of poliomyelitis; but 
it is most uncommon to have cases of polio- 
myelitis where there are no cells in the cere- 
brospinal fluid and in addition not to recover 
virus. Virus studies are generally positive in 
90% of cases of poliomyelitis; in fact, extreme 
caution must be exercised in diagnosing polio- 
myelitis in the absence of positive viral 
examinations. 

We examined 14 cases which were atypical 
in onset, course and physical findings. The 
cerebrospinal fluids were normal and no virus 
of any description was recovered in any of 
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them. The municipal area of Johannesburg 
furnished all the cases. They were scattered 
widely throughout the area. 

No one occupational group was affected. 
In the whole series only one nurse was 
affected. Males and females were equally 
involved and the greatest incidence occurred 
in the second and third decades. The polio- 
myelitis epidemic (which ran concurrently) 
involved the first and second decades. 

The mode of onset was generally acute with 
severe headache, a stiff neck and often a stiff 
back. In 3 cases a more lengthy onset was 
described, the patients stating that for the pre- 
vious 2—3 weeks they had had ‘flu’. There 
was no history in any of our cases of a latent 
interval between 2 acute phases. Motor symp- 
toms ranged from slight paresis to paralysis. 
The latter was rarely profound. The muscle 
groups involved were generally proximal. 
Facial paralysis of lower motor neurone type 
occurred frequently. In no case did sphincter 
disturbances occur. 

Sensory symptoms consisted mainly of pain- 
ful stiff neck and back, and intense deep pain 
in the involved muscles. The affected muscles 
were often painful to palpation. Paraesthesias 
of arms and legs were rare. 

Pyrexia was absent or low; pulse and 
respiration were not disturbed. In all cases 
the cerebrospinal fluid was normal as regards 
pressure, cytology and chemistry. Viral studies 
were invariably negative. The sedimentation 
rate was rarely raised. 

Most of these cases were admitted to the 
Fever Hospital as suspect cases of poliomye- 
litis. This diagnosis was considered to be 
unlikely because of the following features : 

(2) Inconspicuous prodromal symptoms. 

(4) Apyrexial course. 

(c) Transient pareses that generally re- 
covered within 3—4 days. 

(d) In 2 cases a tendency to relapse was 
noticed. 
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(e) Normal laboratory investigations. 

Infective polyneuritis was considered in the 
diagnosis but was excluded on the grounds of 
absence of changes in the cerebrospinal fluid. 

The symptoms, signs and clinical course of 
our cases resemble those described by MacCrae 
and Galpine! and by Acheson? in outbreaks 
in Great Britain among nurses who were nurs- 
ing poliomyelitis cases. Sigurdsson et al. 
described a similar illness in Iceland in 1950. 

In the aetiology of the condition the possi- 
bility must be considered of an immunity reac- 
tion to the poliomyelitis virus which was epi- 
demic in the period during which our cases 
occurred. 

OPSOMMING 


Tydens die poliomiélitis-epidemie wat vanaf Augus- 
tus 1954 tot Maart 1955 in Johannesburg voorge- 
kom het, het ons ondersoek ingestel na gevalle van 
’n siekte wat ’n ooreenkoms met poliomiélitis ver- 
toon het. Hierdie gevalle is by die Koorshospitaal 
in Johannesburg ondersoek. 

Die karakteristieke kenmerke van die toestand 
was: 

Hoofpyn; nek- en rugpyn en styfheid; spierswakte 
en -gevoeligheid wat tot een of twee spiere beperk 
was en hoofsaaklik die proksimaalspiere aangetas 
het. Daar was ’n afwesigheid van, of ligte pireksie 
en ’n normale serebrospinale vloeistof. Weerinvalle 
het ’n neiging gehad om hulle te openbaar, maar 
oor die algemeen was dit ’n kortstondige toestand 
wat hoogstens ’n week of twee weke lank geduur 
het. Geen blywende gevolge is opgemerk nie, en 
daar was geen sterfgevalle nie. Geen poliomiélitis- 
of ander giftige siektekieme is gevind nie. 

Die ooreenkoms tussen hierdie siekte-uitbreking 
en ander in verskillende dele van die wéreld—in 
Ysland; by die Middelsex-hospitaal, Coventry, Enge- 
land, en in Adelaide, Australié—is opgemerk. 

Daar word aan die hand gedoen dat hierdie siekte 
die gevolg is van die een of ander immuniteitsreak- 
sie op die poliomiélitis-virus wat in omloop was. 

’n Vollediger verslag oor ons bevindings sal op 
’n latere stadium gepubliseer word. 
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CLOSED OXYGEN THERAPY 


ITS POTENTIAL DANGERS 


H. H. SAMson, M.B.E., M.R.C.S. (LOND.), L.R.C.P. (ENG.) 
Johannesburg 


Excess of oxygen is being blamed for the 
occurrence of retrolental fibroplasia in pre- 
mature infants who have been treated for long 
periods in an incubator. 


It is also held in- 


directly responsible for convulsions in emphy- 
sematous patients who have been confined in 
an oxygen tent. 

Both the premature infant and the emphy- 
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sematous adult suffer from the same disability 
—inadequate ventilation. The alveoli in the 
former have not developed fully; in the latter, 
they are diseased. The exchange of oxygen 
and carbon dioxide between the blood and the 
alveolar air is inadequate, so that a state of 
hypoventilation arises. The volume of air 
respired with each breath—the tidal volume— 
is reduced. Besides the inability to oxygenate 
adequately, there is a concomitant inability to 
excrete sufficient carbon dioxide. The data 
reported in this paper may require us to bring 
under review our theories of the etiology and 
the modern treatment of conditions such as 
retrolental fibroplasia and convulsions in the 
emphysematous. 


The anaesthetist is familiar with the poten- 
tial dangers of hypoventilation—hypoxia and 
hypercapnia—especially when the closed cir- 
cuit technique is employed. The dangers are 
not only those of the technique itself, but also 
those due to mechanical defects which may be 
associated: where there is a multiplicity of 
gadgets, the liability to technical error is 
always greater. 

The same principles and problems apply in 
other examples of closed circuit respiration, 
e.g. in basal metabolic studies, where a known 
volume of oxygen is inhaled at rest from a 
closed bag. The carbon dioxide is absorbed 
in a soda lime canister. If the soda lime is 
not fresh, it absorbs less carbon dioxide and 
the measurement of oxygen intake is less by 
that amount. If this factor is not controlled, 
weird and even startling results are obtained. 


In pursuing an investigation into the closed 
circuit respiration apparatus I learned that 
patients often rebelled against oxygen tent 
therapy. In some instances their condition 
even deteriorated in the tent. This seemed a 
very remarkable effect of high oxygen intake, 
as one frequently administers 80% and more 
oxygen during anaesthesia without ill effect. 


I entered a tent to note the effects for myself, 
having turned on the oxygen to the maximum 
recordable rate of 12 litres per minute. At 
the end of 2 hours I was hyperventilating, per- 
spiring freely, feeling most uncomfortable and 
made a hasty exit. (How often has a similar 
exit been denied to an infant or the desperately 
ill adult?) I then examined the soda lime 
canister and found that it was absolutely cold. 
Carbon dioxide accumulation had undoubtedly 
occurred in the tent. The nursing sister who 
assisted me in this experiment had made sure 
that there were no leaks when the canopy was 
tucked well under the mattress. She assured 
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me that although this particular tent had been 
used on several occasions, the soda lime in the 
cannister, to her knowledge, had never been 
changed. She did not know the reason for 
the presence of the soda lime but was certain 
that most patients did not react well in the 
tent. 


This experience led me to investigate 
different types of oxygen tents. I found that 
these were liable to technical hitches which 
probably explained the discomfort felt by most 
patients. Finally I tried a modern tent in 
which I experienced an exhilarating sense of 
well-being. On emerging after 2} hours, the 
feeling of exhilaration gradually wore off. 
During my stay in the tent I took readings 
with an oximeter and a carbon dioxide 
analyser. As usual, the meter on the oxygen 
cylinder had been set at its maximal record- 
able rate of 12 litres per minute. The capacity 
of the tent, with the canopy tucked in at the 
knees, was about 12 cubic feet (1 cubic foot = 
28.3 litres)). Within 15 minutes the oximeter 
recorded 40-45% of oxygen in different parts 
of the tent. The reading of 45% was obtained 
near the vault of the canopy. The carbon 
dioxide analyser did not register the presence 
of carbon dioxide in recordable quantities 
anywhere in the tent, nor did I note any symp- 
toms of hypercapnia. 


In 2 similar tents I found 2 young women 
suffering from eclampsia, literally struggling 
for their very lives. In the one tent, the oxi- 
meter gave an average reading of just under 
21% oxygen, while in the other tent it 
recorded 22% near the patient’s mouth and 
25% near the vault. In the former tent there 
was a definite leak in the rubber tubing from 
the oxygen cylinder—but that was not all. The 
inlet to the canopy was almost excluded by 
the pillows against which the patient was 
sagging. The other victim was even more dis- 
tressed because the temperature inside the tent 
was well over 90°F. as the result of a faulty 
thermostat. A carbon dioxide reading showed 
4% near the patient’s mouth. Both patients 
were hurriedly removed from the tents and 
the response to the natural fresh ventilation 
provided by an open door and window was 
truly dramatic. Needless to say, those respon- 
sible for placing and supervising these patients 
in the tents had only a hazy concept of the 
mechanism of this costly apparatus. In both 
instances not more than 7 litres of oxygen per 
minute was being drawn off the oxygen 
cylinders. 


The term ‘oxygen tent’ is a misnomer. The 


G3 


| | ‘ 


January 1956 


gas entering the tent is not oxygen, but a 
mixture of oxygen and air blown into the tent 
by an external fan. The most modern types 
cool the interior by means of a refrigerating 
plant controlled by a thermostat. 


The average tent has a capacity of about 20 
cubic feet, but this can be increased or decreased, 
depending upon where the canopy is sealed 
off, without changing the oxygen concentration 
in the tent. The entering stream is powerful 
enough to clear the interior in 4-6 minutes. 
(A modern cinema is cleared every 12 
minutes.) This is effected by directing the 
entering stream of oxygen-air upwards, while 
the gases are withdrawn in a downward direc- 
tion by suction. 


The question arises—do some patients need 
more than 40-45% of oxygen, which was the 
maximum reading I was able to record? I feel 
that critical cases require higher concentra- 
tions. Consider a patient with consolidation 
of the base of one lung, with associated 
pleurisy. Because of the pain, he is unable to 
utilize his sound lung fully and manifests a 
variable degree of hypoventilation. His cyano- 
sis is not entirely a direct result of the disease 
itself, but of hypoventilation in addition. Such 
a patient would require concentrations nearer 
the 100% mark; and this would probably 
apply to other conditions such as acute cardiac 
disease, traumatic shock and peripheral circu- 
latory failure. But modern tents do not and 
cannot supply such concentrations, although 
beneficial concentrations of about 60% could 
be obtained by stepping up the oxygen intake 
to well above the suggested maximal rate. 


Two other methods of oxygen administra- 
tion were examined: 


1. Inside a B. L. B. mask delivering 5 litres 
of oxygen per minute, the oximeter recorded 
50%. The dilution occurred because air was 
drawn in through the expiratory vent. When 
the intake was increased to 8 litres per minute, 
the reading was 60%. However, an accumu- 
lation of carbon dioxide was inevitable in the 
rebreathing bag. 


2. The ‘spectacle’ method, preferred by 
some experienced clinicians and utilizing 2 
narrow rubber tubes, was also tested. The 
oxygen was delivered at 5 litres per minute— 
a more rapid rate could not be tolerated com- 
fortably. The oximeter recorded 40% in the 
oral part of the pharynx. Two emphysematous 
patients preferred this method of treatment to 
the previous method. 


The only way to administer 100% oxygen, 
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would seem to be to blow pure oxygen into 
an oxygen tent. One might have expected 
that the tidal volume would be decreased under 
these circumstances, but it has been found 
experimentally that a subject placed in such a 
chamber maintains his normal tidal volume.” 
This is necessarily so because of the need to 
excrete carbon dioxide adequately. It is a perti- 
nent question—do we breathe primarily to 
acquire oxygen or to expire the excess carbon 
dioxide? 

In the pneumonia case described, the tidal 
volume is lowered and cannot be increased. 
The only way to meet the oxygen requirements 
is to supply high concentrations. In paralysis 
of the respiratory muscles, on the other hand, 
the tidal volume can be controlled mechanic- 
ally by an iron lung. In using this, the tidal 
volume must be set within the normal range. 
If set above this range, hyperventilation is pro- 
duced, excessive carbon dioxide is excreted and 
alkalosis ensues. When set too low, hypo- 
ventilation and acidosis result. 


In emphysema it is alleged that the respira- 
tory centre, which has become insensitive to 
the stimulus of carbon dioxide, receives its 
stimulation indirectly from the chemoceptors, 
due to oxygen want. If such a patient is sub- 
jected to prolonged oxygen therapy there is a 
possibility of a reduction in the tidal volume.! 
This could lead to a further retention of carbon 
dioxide and an aggravation of the hypercapnic 
symptoms. But emphysematous patients often 
require extra oxygen and when this is indi- 
cated there should be no hesitation in using 
an oxygen tent for prescribed intervals. This 
patient invariably suffers from ‘respiratory 
anxiety’ as well, and is grateful to those who 
‘dispense’ oxygen via the tent, coupled with 
its soothing air-conditioned interior. There is 
the proviso, of course, that the necessary pre- 
cautions are taken to ensure that the apparatus 
is in sound working order. Particularly must 
the danger of carbon dioxide accumulation 
within the tent be prevented. If excess oxygen 
is indeed a danger (and this is doubtful in 
normal subjects under average conditions”) the 
only accurate method of controlling _ its 
administration would in any case be by means 
of an oxygen tent and periodic estimations of 
the gaseous contents. 


The premature infant is often in a more 
critical condition than the emphysematous 
patient, who has become acclimatized to 
oxygen lack. Thus the pediatrician has the 
most trying and difficult problem of not only 
having to estimate the degree of oxygen want, 
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but also attending to the serious needs of an 
underdeveloped heat-regulating centre as well. 


However, in one case of a premature infant 
in an incubator into which 3 litres of oxygen 
flowed, the oximeter recorded 25% of oxygen 
in front of the infant’s mouth and 45% in the 
vault. Respirations were well over 100. It 
seemed that the danger was not too much 
oxygen but too little in this instance. The car- 
bon dioxide readings were not recorded 
because one did not feel justified in further dis- 
turbing the already gravely ill infant. Never- 
theless, I am still curious to know what con- 
stituted the remaining 75% of gases which 
were respired by the infant. Hypercapnia may 
also have been a factor and this, like hypoxia, 
will vary with the type of incubator, the 
mechanism of which must be fully understood 
if it is to be used safely and effectively. 


The logical management of the premature 
infant should include attention to: 


(a) Heat regulation; 
(b) Oxygen needs; and 
(c) Carbon dioxide retention in the blood. 


The latter is most difficult to achieve, because 
of the under-developed alveoli. For the very 
premature infant, the only feasible method 
would appear to be a combination of an incu- 
bator and a miniature iron lung. 


Very little appears to be known about the 
toxic effects of carbon dioxide. Certainly little 
has been written about them. Although carbon 
dioxide in small amounts is of little con- 
sequence,’ I am convinced that hypercapnia, 
especially when associated with hypoxia, is 
responsible for many of the weird phenomena 
encountered not only during anaesthesia but 
also in many clinical conditions, particularly 
those of lung pathology such as emphysema, 
and in the premature infant. 


Oxygen administration in closed circuit 
systems should not lead to a disregard of the 
possible and insidious dangers of carbon 
dioxide poisoning. Oxygen is a drug to be 
dispensed with the care and accuracy employed 
in the use of all other drugs. It can be given 
with precision, benefit and safety only with 
the aid of adequately instructed staff and 
proper control of efficient instruments and 
machines. 


I wish to thank the staff of the institutions who 
allowed me facilities and for their co-operation. 
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Suurstoftent’ is eintlik ’n verkeerde benaming. Die 
gas wat die tent binnevloei, is nie suurstof nie, maar 
wel 'n mengsel van suurstof en lug wat deur ’n uit- 
wendige waaier in die tent ingeblaas word. 

Onvoldoende kennis van die meganisme van die 
apparaat en die regte manier om dit te gebruik, kan 
die gesondheid en miskien ook die lewe van siek en 
ioc pasiénte in tente of broeikaste in gevaar 
stel. 

Die skrywer se persoonlike ondervindinge in ‘n 
suurstoftent het hom oortuig dat behoorlik op- 
geleide persooneellede nodig is om met hierdie mas- 
jiene te werk. Alleen dan sal dit moontlik wees 
om rampe te vermy, en om suurstofterapie weten- 
skaplik toe te pas met die presiesheid waarmee ander 
middels toeberei word. 

In die geval van sekere siektes, bv. longontsteking, 
het die pasiént meer nodig as die 40-45% suurstof 
wat in die praktyk dikwels die maksimum-konsentra- 
sie is wat in ’n tent aangeteken kan word. In dié 
groter behoefte kan alleen voorsien word deur die 
beskikbaarstelling van hoé konsentrasies van die gas 
deur doeltreffende masjiene. 

In gevalle wat met verlamming van die asem- 
halingspiere gepaard gaan, moet die volume getylug 
meganies by die normale omvang aangepas word as 
daar verlang word om Of asidose of alkalose te 
vermy. 

Langdurige suurstofterapie in gevalle van emf- 
sema kan die volume getylug verminder omdat die 
asemhalingsentrum ongevoelig is vir prikkel van 
koolstofdioksied. Maar wanneer addisionele suur- 
stof nodig is, kan dit, en behoort dit, sonder die 
minste aarseling vir voorgekrewe tydperke toegedien 
te word sonder om enige gevaar mee te bring. 

Die suigeling wat voor die tyd gebore is en ’n 
onderontwikkelde hitte-reguleringsentrum sowel as 
onvolgroeide longe het, verkeer dikwels in ’n 
kritieker toestand as die emfisema-pasiént. Die 
gevaar is nie dat die suigeling te veel suurstof sal 
kry nie, maar wel dat hy te min sal kry, soos die 
mate wat met ’n oksimeter in 'n broeikas geneem 
is, dan ook aangetoon het. ’n Praktiese behandelings- 
metode vir 'n kind wat besonder vroeg gebore word, 
sou ’n kombinasie van ’n broeikas en ’n miniatuur- 
ysterlong wees. 

Baie min is bekend i.v.m. die toksiese effek van 
koolstofdioksied, veral wanneer die slagoffer ook 
aan ’n suurstoftekort ly. Hierdie posisie verduidelik 
bes moontlik baie van die sonderlinge verskynsels 
wat aangetref word nie alleen tydens anestesie nie, 
maar ook in kliniese toestande, bv. longpatologie, 
emfisema en geboorte voor die tyd. 

As suurstof in ’n geslote stroombaanstelsel toe- 
gedien word, moet die moontlike en verraderlike 
gevare van koolstofdioksievergifting nie uit die oog 
verloor word nie. Suurstof is ’n middel wat met die- 
selfde sorg en akkuraatheid as enige ander middel 
toegedien moet word. Dit kan met presiesheid, 
met voordeel en met veiligheid toegedien word 
alleen deur behoorlike opgeleide personeellede wat 
akkurate beheer oor doeltreffende instrumente en 
masjiene uitoefen. 
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SKELETAL CHANGES IN ENDOCRINE AND 
METABOLIC DISORDERS 


VI. SECONDARY HYPERPARATHYROIDISM 


W. P. U. JAcKson, M.D. 
Department of Medicine, University of Cape Town, Medical School, Mowbray, C.P. 


Secondary hyperparathyroidism indicates the 
presence of uniform hyperplasia of the basi- 
cally normal parathyroid glands in response 
to an increased bodily need for parathormone. 
The stimulus is believed to be the presence 
of a low ionized serum calcium, or the ten- 
dency to this caused by its unusually rapid 
utilization or excretion. The condition may 
therefore be present to some extent in preg- 
nancy, lactation, rickets, osteomalacia, renal 
tubular acidosis and Fanconi’s syndrome. Par- 
ticularly is it found in chronic nephropathy 
with azotaemia, when long-standing cases may 
be accompanied by wide-spread and_ severe 
skeletal changes, indistinguishable from the 


Fig. 1. Slipped femoral epiphyses in a boy with 
‘renal rickets.” 

Hig. 2.) Skull of a similar case, showing unusual 
rounded opacities 


osteitis fibrosa diffusa of primary hyperpara- 
thyroidism. In afflicted children (whose basic 
lesion is some congenital defect in the urinary 
tract leading to generalized renal damage) the 
condition has been incorrectly designated 
‘renal rickets’, on account of the widening of 
the metaphyseal zone of osteoid tissue with 
some woolly irregularity of the adjoining 
diaphysis, as is seen in true rickets. Slipping 
of the epiphysis of the head of the femur is 
a complication (Fig. 1). Severely affected 
children will remain dwarfed and epiphyseal 
union will be much delayed. 

Bony changes in adult cases, and in the rest 
of the skeleton in children, may be just the 
same as in primary hyperparathyroid osteitis 
fibrosa, but without cyst formation. The skull, 
though usually exhibiting the typical woolly 
decalcification, sometimes shows curious 
rounded areas of increased density (Fig. 2). 


Fig. 3. Wand of a man of 43 with chronic uraemia. 
Note massive calcitication around joints and calciti 
cation of arteries (arrow) 
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There is a particular tendency for massive cal- 
cification of the smaller arteries of the body 
(even of the fingers and toes) and sometimes 
calcium deposition may occur around joints 


Fig. 4. Microscopy pani roid. Secondary hyper- 
plasia (above) with uniform appearance of small 
cells; primary hyperplasia (below) with large active- 
looking ‘wasser-heller cells. 


The histology of the parathyroids is quite 
different from that in primary hyperplasia, and 
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the striking feature is the almost uniform 
appearance of the microscopic section (Fig. 
4), containing small chief cells together with 
a rather large number of oxyphil cells of about 
the same size. 

Albright believes that the bone lesion is 
actually not caused by parathyroid over- 
activity at all, but by the concomitant severe 
acidosis, which is always present. Because of 
this he recommends treatment with sodium 
citrate, together with vitamin D in high 
dosage and extra calcium by mouth. 


Summary 


This rather complicated condition may be 
suspected in the presence of : 

1. Renal glomerular insufficiency of long 
standing (especially in children) with nitrogen 
and phosphorus retention. 

2. Normal or reduced serum calcium. 

3. Marked metabolic acidosis with low 
serum CO.. 

i. High serum chloride (sometimes low 
serum sodium). 

5. High serum alkaline phosphatase. 


OPSOMMING 
Sekondére hiperparatiroidisme word aangetref in 
abnormale metaboliese toestande waar die liggaam 
groter behoefte aan parathormone het om sy serum- 
kalsium in stand te hou. Klinies word dit veral 
waargeneem in gevalle van kroniese nierkwale. 


I am indebted to Dr. F. Albright for all the figures. 
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EARLY CONGENITAL SYPHILIS 


A NOvTE ON ITS CLINICAL MANIFESTATIONS AND DIAGNOSIS 


Louris F. Freep, M.A., M.D., D.PHIL., M.B., 


Cu.B., D.P.H., D.T.M. & H., F.R.A.L, F.S.S.* 


University of Witwatersrand, Johannesburg 


1. THE CLINICAL MANIFESTATIONS 


Fig. | illustrates a Bantu child aged about 9 
months, presenting cutaneous lesions which 
are pathognomonic of congenital syphilis. 


* Lecturer on Social Medicine, University of Wit- 
watersrand, Johannesburg. 


The lesions of this condition are most 
protean, being mainly maculo-papular on the 
hands and chest, and papulo-pustular on the 
face and forehead. The lesions about the 
mouth and nose are relatively more indurated, 
and those on the palms of the hands and soles 
of the feet are associated with desquamation. 
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Fig. 1. 
a] (Photograph by Dr. A. D. Bensusan, F.R.P. 
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Other ectodermal disturbances are 
apparent. Thus the hair is thin and somewhat 
uneven in distribution. The eyebrows are 
likewise thin and uneven. The nails are dys- 
trophic and have a claw-like appearance, with 
paronychiae complicating the disturbance. The 
presence of such ectodermal lesions in any 
child from the age of | month to 2 years 
constitutes adequate clinical grounds for the 
tentative diagnosis of early congenital syphilis, 
but it is always desirable to search for other 
manifestations of the disease in order to 
strengthen the clinical basis for such a 
diagnosis. These other manifestations include 
the following : — 

1. Snuffles. This is the third most common 
clinical manifestation of early congenital 
syphilis. According to the literature, some 
50% of patients seen in the first 6 months 
show this lesion. Rhinitis of syphilitic origin 
differs from that of ordinary upper respiratory 
infections in that the discharge is irritating and 
is accompanied by nasal bleeding. 

2. Oedema. This occurs in approximately 
20% of all cases and, when present, is almost 
invariably associated with liver dysfunction 
and a fall in the serum proteins. 

3. Renal Damage. This may show as inter- 
stitial nephritis or acute haemorrhagic 
nephritis. Albumin and hyaline and granular 
casts may appear in the urine. 

4. Meningo-Vascular Lesions. These occur 
in approximately 30% of all cases. Meningo- 
vascular involvement is indicated by such signs 
as a bulging fontanelle, stiffness of the neck, 
a positive Kernig’s sign, progressive hydro- 
cephalus and convulsions. 

5. Osteo-Chondritis. This occurs most fre- 
quently in early congenital syphilis. Radio- 
graphically it presents a number of features 
which are characteristic of the condition. Thus, 
near the epiphysis (especially of long bones), 
which is the zone of greatest growth, there is 
a marked connective tissue infiltration which 
causes an increase in density and irregularity 
of the zone of provisional calcification and 
results in a replacement of true bone by granu- 
lation tissue. 

6. Periostitis. This is always associated with 
the osteo-chondritic changes, but tends to per- 
sist after the latter lesions have completely 
resolved. The lesion occurs invariably in the 
second half of the first year. 

7. Dactylitis. This appears relatively late 
in the disease, represents an osteitis of the 
phalanges. 

8. Choroiditis. This lesion of the eye is 
very rare but, when it occurs, leaves charac- 
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teristic scars Which last throughout lite 

Some of these lesions of early congenital 
syphilis will, in the absence of adequate 
therapy, persist into adult life as tell-tale 
stigmata of the infection. These stigmata 
include : 

(a) The Syphilitic Facies. This is charac- 
terized by a saddle-nose deformity and results 
from interference with the growth of the nasal 
bones and maxillae. 

(b) Hutchinson's Teeth. This stigma 
(which affects the permanent teeth) occurs the 
most frequently. The condition results from 
interference with the nutrition of the teeth by 
the syphilitic process, so that the central 
incisors and, less frequently, the other incisors 
show at eruption a notching of the biting 
surface. The teeth are also widely spaced, 
rounded, and peg-shaped. 

(c) Rhagades. These lesions, which occur in 
only about 2% of cases, consist of fissured 
lesions and appear as radiating linear scars 
about the mouth and, occasionally, about the 
anus. 


2. THE DIAGNOSIS OF THE CONDITION 


The clinical diagnosis of early congenital 
syphilis need give no difficulty, especially if 
the condition presents in its florid state. A 
sure guide to the determination of the clinical 
diagnosis is the presence of such signs as 
snuffles, rashes involving especially the palms 
of the hands and the soles of the feet, oedema, 
hepato-splenomegaly, etc. | However, for 
medico-legal purposes, a clinical diagnosis of 
early congenital syphilis is far from sufficient. 
Reliance must then be placed on the following 
procedures : 

1. Examination of smears from the surface 
lesions of the skin or mucous membranes or 
of the nasal discharges, by the dark-ground 
method. 

2. Radiographic examination of the long 
bones to visualize the presence of increased 
density in the zone of provisional calcification 
with adjacent areas of actual destruction in the 
metaphysis. 

3. The Wassermann Test. The interpreta- 
tion of this test in an infant involves certain 
grave medico-legal issues. Thus the presence 
of a positive Wassermann reaction in the first 
3 months of infancy may, in the view of some 
authorities, be the result of a_ passive 
immunization from the mother, and will 
depend upon the degree of positiveness of the 
mother’s Wassermann reaction. As this false 
positive reaction in the infant may last for as 
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long as 12 weeks, wots a good rule, during 
this early period, not to accept a positive 
Wassermann test as proof of the presence of 
syphilis unless supported by bacteriological or 
radiological evidence. However, the general 
rule may be formulated that a child with 
syphilis will invariably have a_ persistently 
positive Wassermann reaction by the age of 4 
to 5 months, provided no anti-syphilitic treat- 
ment has been instituted during this period. 
On the other hand, a single negative Wasser- 
mann reaction in an infant does not exclude 
the presence of syphilis, for it may, if infected, 
develop a positive Wassermann test only as late 
as 12 weeks after birth. Again, a positive 
Wassermann reaction in an infected child may 
only be temporarily negative because treatment 
given to the mother at some stage of preg- 
nancy has a modifying effect upon the 
reaction. Thus it may happen that the develop- 
ment of a positive reaction may be delayed by 
many months. It is a good rule, therefore, in 
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the case of infants born of syphilitic mothers, 
who have been inadequately treated, to repeat 
the Wassermann test at intervals of 4, 6, 9 
and 12 months. 

OPSOMMING 


‘n Aantal van die oppervlakkige letsels van aan- 
gebore sifilis by ‘n naturellekindjie van 9 maande 
word geillustreer. 

‘n Algemene verslag oor die toestand word ver- 
strek, tesame met ‘n bespreking van die diagnose. 

Die ernstige geregtelik-geneeskundige implikasies 
van die Wassermann-toets op  suigelinge word 
benadruk, en daar word gewys op die feit dat ’n 
positiewe Wassermann-reaksie gedurende die eerste 
3 lewensmaande kan plaasvind ten gevolge van 
passiewe immunisasie deur die moeder. 

As ‘n betreklik veilige algemene reél kan aan- 
geneem word dat 'n geval van aangebore sifilis ‘n 
standhoudend positiewe Wassermann-reaksie op die 
ouderdom van 4 tot 5 maande sal openbaar, as 
geen sifilis-bestrydende behandeling toegepas is nie. 

Gedurende hierdie vroeé tydperk van die lewe is 
dit goeie reél nie alleen om die serologiese 
gegewens met bakteriologiese of radiologiese bewyse 
te staaf nie, maar ook om die Wassermann-toets by 
tussenpose van 4, 6, 9 en 12 maande te herhaal. 


HAEMANGIOMA OF THE BUTTOCK 


J. H. Marks, M.B., CH.B., Dip.SuRG. (RAND) 


Rand Mines Limited, Johannesburg 


A Shangaan recruit aged 20 years had a large 
swelling of the left buttock, the size of a 
small melon, which he stated had been present 
since birth but which had recently increased 
greatly in size. There was no history of 
trauma. The lump was painful at intervais 
and interfered with his sitting down. He 
could not even lie on that side for any length 
of time. The swelling had never broken 
down, nor had it bled. He had no other 
lumps. 

The mass over the left buttock (Fig 1) was 
adherent to skin and ? to the gluteus 
maximus. It was roughly 8” by 7” in area 
and about 4” deep, of spongy consistency and 
compressible in several areas. There was no 
audible bruit nor was any pulsation detected. 

Rupture appeared imminent in 5 areas 
covered with atrophic skin, each the size of 
a 2-shilling piece. 

In view of the obvious danger of very 
severe haemorrhage on minimal trauma, it 
was decided to operate, and because our pre- 
vious experience of large haemangiomata had 
made us aware of the risk attendant on direct 


attack, it was decided to remove the tumour 
indirectly via Henry's posterior gluteal 
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approach, so as to control the blood supply 
from behind. 
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Under general anaesthesia an incision was 
made from the posterior inferior iliac spine a 
hand’s breadth along the iliac crest, then across 
to the mid-point of the greater trochanter and 
thence down in the line of the femur to the 
level of the lower fold of the buttock. From 
this point the incision swept inwards to the 
mid-line of the back of the thigh and there- 
after down the mid-line of the thigh for about 
3”. The cut was carried boldly down to the 
bone over the femur and then, the union of 
the fascia lata with the gluteus maximus 
having been located, a scissors cut was made 
up along the division to the iliac crest. The 
usual textbook approach proceeds with the 
detachment of the origin of the gluteus maxi- 
mus from the bone. This manoeuvre renders 
the subsquent repair difficult, and any serious 
haemorrhage may require control through an 
intra-abdominal approach. At this stage, 
therefore, we diverged from the usual pro- 
cedure by slipping 2 fingers under the upper 
fibres of the gluteus maximus and dividing 
the muscle boldly between the fingers. This 
left a finger-breadth of muscle attached to the 
upper ilium. Bleeding vessels in the muscle 
were tied. 

The incision in the lower part of the flap 
was carried medially with caution, as the 
posterior cutaneous nerve of the thigh lies 
closely attached to the deep fascia in the 
mid-line just below the lower edge of the 
gluteus maximus. It is better to isolate this 
first, before the 3-sided flap is turned medially, 
as traction injuries may occur. Moreover, this 
nerve is a guide to the sciatic nerve below. 


The flap having been turned, there was a 
view of the pyriformis muscle, above and 
below which, close to the base of the flap, 
were the superior and inferior gluteal arteries 
respectively. The superior artery was larger 
than expected but not remarkably so. 

We now had a flap based medially which 
contained the gluteus maximus muscle and the 
haemangioma. 

Several large abdominal packs were inserted 
and the flap brought back over these under 
tension and clipped into its original position, 
using Lane’s forceps. Once this was done we 
felt confident about the control of the tumour, 
which was encircled and excised. About 1} 
pints of blood were lost from the tumour 
itself but hardly any blood from the depths. 
Several large cavernous vessels were opened 
during the dissection, some the diameter of 
the thumb, with very thin walls, but once they 
had emptied, no further flow took place from 
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the lumina. However, the flow was so rapid 
at times that it would have been alarming if 
it were not for the knowledge that haemor- 
rhage could only be from the tumour and not 
from the general circulation. 


Several fasiculi of the gluteus maximus were 
infiltrated and sacrificed, but when the tumour 
was finally ablated we saw what appeared to 
be normal muscle tissue. Two medium sized 
feeder arteries were located in the upper part 
of the defect and ligated. The Lane’s forceps 
and the packs were removed. Several small 
bleeding points were dealt with after which 
the 2 wounds were repaired without tension. 


A drain was inserted via a stab wound into 
the bed of the haemangioma. 


Slight oozing occurred for 24 hours, after 
which the drain was removed. The wound 
healed per primam (Fig. 2). The patient is 
now at work. 


OPSOMMING 


‘n 20-jarige Sjangaan het ’n swelsel 8” x 7” in 
oppervlakte en ongeveer 4” diep oor die linkerboud 
gehad. Dit het aan die vel en moontlik ook aan 
die groot boudspier vasgesit. Dit was daar sedert 
sy geboorte, maar dit het onlangs aansienlik in 
grootte toegeneem en dit baie moeilik vir hom 
gemaak om lank te sit of selfs op die aangetastc 
sy te le. 

Dit het ygeskyn asof ‘n breuk van hierdie 
hemangioma te eniger oomblik kon plaasvind in 5 
verskillende streke waar die bedekkingsvel atrofies 
was. 


Daar is besluit om die massa te verwyder deur 
chirurgie onregstreeks oor Henry se agterboudspier- 
toegang, weens die gevare verbonde aan 'n regstreeks 
aanval op die hemangioma self. Die gewone leer- 
boek-prosedure is gewysig omdat losmaking van dic 
oorsprong van die groot boudspier van die been 
latere herstelwerk bemoeilik. Die spier is derhalwe 
verdeel sodat 'n vingerbreedte van die liggaam daar- 
van aan die boonste heupbeen bly vassit het. Dic 
agterste velsenuwee van die dy is geisoleer voordat 
die 3-kantige flap binnetoe gekeer is. 

Toe beheer oor die bloedtoevoer van die gewas 
met vertroue deur chirurgiese blootstelling bewerk- 
stelling is, is die massa omring en uitgesny. Onge- 
veer 14 pinte bloed is uit die gewas verloor, maar 
byna niks uit die algemene bloedsomloop nie. Die 
bloedverlies uit die hemangioma self was by wyle 
so vinnig dat dit verontrustend sou gewees het, was 
dit nie vir die wete dat die bloeding slegs uit dic 
gewas gekom het nie. 

Na die operasie het daar oor 'n tydperk van 24 
uur ‘n geringe deursypeling plaasgevind deur ’n 
dreineerbuis wat ingesteek is deur 'n steekwond tot 
in die bedding van die hemangioma. 

Die wond het per primam genees, en die pasiént 
is nou terug by sy werk. 


I am grateful to Dr. A. J. Orenstein, Chief Medical 
Officer, Rand Mines Ltd., for permission to submit 
this paper for publication. 
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STAPLE ARTHRODESIS OF THE METATARSO-PHALANGEAL 
JOINT OF THE BIG TOE 


S. SCHWARTZ, M.B., F.R.CS. 
Cape Town 


Numerous operative procedures have been 
described dealing with conditions of the meta- 
tarso-phalangeal joint of the big toe, viz. hal- 
lux valgus, hallux rigidus and metatarsus 
primus varus. The most popular operation 
for hallux valgus is the Keller operation. How- 
ever, in a recent review of this operation for 
hallux valgus, Holden! found that the results 
were good in 25% of cases where no deformi- 
ties were present in the other toes. The results 
were good in only 10% where there were 
secondary deformities in the other toes. Similar 
findings were reported by Bonney and 
MacNab.2 Whilst this may be a satisfactory 
procedure for the elderly, the resultant ‘ passen- 
ger’ toe is not the best functional great toe 
for the younger age group. The most satis- 
factory operation for these patients is an 
arthrodesis. 

Current methods of arthrodesis have proved 
to be tedious, time consuming and difficult. 
The purpose of this paper is to describe a 
simple yet effective method of fusing that 
joint with the use of one or two }-inch staples 
(Figs. 1, 2). 

Procedure. Under general anaesthesia a 
tourniquet is applied and the skin cleansed 
with antiseptic solution. A dorsal incision is 
made extending over the distal half of the first 
metatarsal and the proximal half of the proxi- 
mal phalanx. The tendon of the extensor 
hallucis longus is identified and retracted 
laterally. The shafts of the metatarsal and of 
the proximal phalanx are cleared of periosteum 
and ligaments and the joint disarticulated. The 
articular surfaces of these bones are next 
excised with a small pad saw blade. The 
plane of section will vary with the anticipated 
angle of fusion. In men it will be 15°—20° 
of dorsiflexion and in women 15°—25°. In 
those women who wear high-heeled shoes it 
may be as much as 35°. Care must be taken 
not to fuse the toe in a varus position. With 
the assistant holding the toe in the required 
position, the staples are introduced—one from 
the medial and the other from the dorsal sur- 
face. As the bone is often extremely sclerotic, 


the introduction of the staples is facilitated by 
the preliminary drilling of 2 holes slightly 
smaller than the diameter of the staple. Finally 
the staples are countersunk. The skin is 
closed with nylon sutures and a pressure band- 
age applied. 


Partial weight bearing is commenced after 
3 weeks and normal gait is resumed after 6 
weeks. 


SUMMARY 
A method of arthrodesis of the metatarso- 


phalangeal joint of the great toe, with the use 
of staples, is described. 


OPSOMMING 


‘n Metode van gewrigsvassetting van die middel- 
voetkootjie-gewrig van die groottoon met behulp 
van krammetjies, word beskryf. 
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DEGENERATION 


S. ErzingE, M.B., Cu.B., D.O.MLS., ENG. 


and 


D. Oveporr, M.B., B.CH., M.R.C.P. (LOND.) 


General Hospital, Johannesburg 


The main function of the elastic tissue is to 
maintain form and architectural relationship 
in the body. Meyer! suggests that in addition 
to this passive function of connective tissue 
in general, there may be some interaction in 
a functional sense between connective tissues 
and the structures which they support. 
Friendenwald’s work? on the secretion of the 
aqueous by the ciliary body supports such a 
belief. 

It seems to us that one way of demonstrat- 
ing the function of the elastic tissue would 
be the study of clinical and pathological 
changes occurring in different organs in asso- 
ciation with degeneration of this tissue. A 
degenerative condition relevant to this theme 
has been described by Touraine* under the 
term elastorrhexia (/'élastorrhexte systématt- 
sée). Parkes Weber,* that inveterate collector 
of rare syndromes (whose boast is that he 
refers ‘as far as possible only to conditions of 
which the cause is unknown or uncertain’) has 
suggested the term elastosis dysplastica for the 
same condition. The changes in the elastic 
tissue are of a degenerative nature, develop- 
mental in origin and often familial in ten- 
dency. The eyes, the skin and the arterial 
system are most commonly involved and the 
lesions may be found singly or in a variety 
of combinations. 

While the cutaneous manifestations of elas- 
tic degeneration were described in 1884 by 
Balzer * and those in the eye by Doyne® 5 
years later, it was not until 1929 that Esther 
Groénblad’ found both ocular and cutaneous 
manifestations of  elastorrhexia occurring 
together (Gréndblad-Strandberg syndrome) in 


a series of 3 cases. She suggested the possi- 


bility of a common origin. Touraine, ia draw- 
ing attention to the occurrence of associated 
lesions in other organs, extended the Gron- 
blad-Strandbery syndrome and provided a use- 


ful unifying concept, uniting what would 
otherwise appear to be unrelated clinical enti- 
ties. 

Ocular Changes. Angioid streaks of the 
fundus oculi are a characteristic manifestation 
of elastic degeneration. They were first des- 
cribed by Doyne and named by Plange.® They 
present a bizarre appearance made up of a net- 
work of streaks, resembling blood vessels and 
radiating from the optic disc. They are situ- 
ated at a deeper level than the retinal vessels 
and are frequently slate-grey in colour. Com- 
monly associated with the angioid streaks are 
retinal haemorrhages, degenerative lesions of 
the macula and colloid bodies. Sometimes 
the latter are present in the absence of angioid 
streaks. Thus in Wolff, Stokes and 
Schlesinger's 2 cases,’ colloid bodies only were 
present in the fundi, while more recently 
Voisin and Lombard" described a case of 
elastorrhexia of the skin associated with 
degenerative macular lesions, in the absence 
of angioid streaks. Some of the eyes with 
angioid streaks which have been examined 
microscopically have shown degenerative 
changes in Bruch’s membrane,'! while others 
have failed to- reveal a lesion of this type.!? 
It is the angioid streaks which have attracted 
most attention. They do not appear to cause 
any visual disability. The associated macular 
lesions and retinal haemorrhages, on the other 
hand, may lead to blindness. 

Cutaneous Changes. First noted by Balzer, 
the skin changes found in this syndrome were 
studied by Darier '* who named them pseudo- 
xanthoma elasticum. This annoying cosmetic 
defect is made up of symmetrical lesions 
involving the larger flexor folds of the skin. 
such as the axillary and neck areas. They con- 
sist of papules which are often yellow in 
colour. The skin becomes inelastic, relaxed 
and hangs in folds. Szymanski and Caro ' 
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describe the involved patches as resembling 
the skin of a plucked chicken. They state that 
in histological sections the mid-corium shows 
thickened, fragmented and curled elastic fibres. 
The type of change found is illustrated by an 
excellent electron photo-micrograph of Wolff, 
Stokes and Schlesinger’s case. Chemical evi- 
dence in support of the degenerative nature of 
the changes in the elastic tissue in psuedo- 
xanthoma elasticum is provided by Findlay '* 
of Pretoria, who studied the behaviour of sec- 
tions of the skin to elastase. 


Vascular Changes. According to Touraine, 
vascular lesions are found in 20% of cases 
of pseudo-xanthoma elasticum. Carlborg '® 
carried out a series of oscillometric, pulse 
wave, velocity and arterial elastic studies in 
this type of case and has confirmed that there 
is a very high incidence of circulatory disturb- 
ances. A fairly common manifestation is 
either a simple dilatation or aneurysm of the 
aorta. In Dixon’s case!’ there was an 
aneurysm of the internal carotid artery. 


Precocious arteriosclerosis and arterial hyper- 
tension in relatively young persons have been 
reported. Revel and Carey '® describe a woman 
of 28 with this syndrome whose blood pres- 
sure was 260/150 mm. Hg. The first case 
described by Wolff e¢ al. was that of a boy 
of 9 who gave a history of pain in the calves 
on walking. X-ray showed calcification in 
both femoral arteries. His brother aged 29 
had similar symptoms and X-ray findings. 
Neither dorsalis pedis nor posterior tibial 
artery was palpable. Francois '’ reports a case 
with typical skin and eye changes who showed 
radiographic evidence of calcification of the 
arteries of the legs and arms. Histological 
examination of a cervical artery showed, after 
staining with orcein, a degeneration and frag- 
mentation of the elastic fibres which were 
transformed into granular masses. These 
changes were particularly evident at the level 
of the intima and the internal portion of the 
media. 

Gastro-Intestinal Changes. Haematemesis 
is a common feature in young people with 
elastorrhexia. Law’s case died after repeated 
gastro-intestinal haemorrhages. These also 
occurred in first the first case of Wolff e¢ al., 
a boy of 9, and in 2 of Revel and Carey's cases. 

Cerebral Changes. The cerebral arteries 
may be involved in Touraine’s syndrome, and 
the patients show a variety of cerebral symp- 
toms: paralyses, epilepsy, recurrent migraines, 
persistent headaches and vertigo. Mental 
symptoms are common. They include depres- 
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sive states and attempts at suicide. The latte: 
was a feature of one of our own cases. 


Bone Changes. Terry® has described 4 
cases in which Paget's disease of bone (osteitis 
deformans) was associated with angioid streaks 
of the retina. Szymanski states that of 106 
cases of angioid streaks reported in the litera- 
ture 9 had Paget’s disease of bone. Woodcock’s 
case?! was the first to show osteities defor- 
mans with both angioid streaks and pseudo- 
xanthoma elasticum. Paget's original descrip- 
tion 7? of 23 cases included 4 who were blind. 


Pulmonary Changes. The condition of idio- 
pathic pulmonary siderosis was not included 
in Touraine’s description of his syndrome, but 
the occurrence of degeneration of the elastic 
tissue of the alveolar walls and also of 
medium-sized pulmonary arteries in this con- 
dition requires that it be included in the 
present discussion. Wylie and his co-workers 23 
have reviewed from the literature 17 cases of 
idiopathic pulmonary siderosis, also known as 
essential brown induration of the lungs, and 
have added 6 cases of their own. They state 
that the condition commences usually in early 
childhood and is characterized by periodic 
attacks of dyspnoea and cyanosis. Haemo- 
ptysis and haematemesis may occur. Physical 
signs in the chest are insignificant, but X-ray 
often shows mottled shadows most noticeable 
in the hilar area and a diffuse speckling 
throughout the lung fields. Disruption of 
elastic fibrils of medium sized pulmonary 
arteries was demonstrated in some cases. 
Decrease in the elastic fibres in the pulmonary 
interstitial tissue and an increase in the col- 
lagen, reticulin and muscle was present in 
many of the cases. It was thought that this 
led to a lack of distensibility of the lungs and 
stasis in the capillary bed, which was followed 
by diapedesis and deposition of haemosiderin. 
Ocular changes do not appear to have been 
recorded in association with this condition, 
except in Pilcher and Eitzen’s case?* which 
showed a small haemorrhage in the retina. 


CASE REPORTS 


1. A white female aged 29 was found on routine 
ophthalmic examination to have angioid streaks of 
the fundus and retinal haemorrhages. She has been 
examined on a number of occasions in the past 4 
years, during which time the streaks have not 
changed, while the haemorrhages have varied from 
time to time. The refraction showed a low degree 
of myopia. The patient showed skin changes typical 
of pseudo-xanthoma elasticum and a_ histological 
section of the skin confirmed the clinical diagnosis. 
She was neurotic and unstable and there was a 
history of attempted suicide by hanging. 
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The cardio-vascular system showed no obvious 
abnormality. The blood pressure was 120/60 mm. 
Hg. Electrocardiography and X-ray of the chest 
were normal. X-ray of the skull showed several 
small calcified opacities in the parietal region. 

2. A white female aged 38 complained of defec- 
tive vision and headaches. She was found to have 
angioid streaks in both fundi. The left macula 
showed a dark discoloured area resembling a 
choroidal haemorrhage. The vision in this eye was 
below 6/60 and a central scotoma was present. 
The refraction showed a low degree of myopic 
astigmatism. A general medical examination was 
negative. One daughter was found to have a con- 
genital icthyosis. 

Dr. S. Gordon, M.R.C.P., in reporting on the skin 
condition in the mother in 1953 stated: ‘The skin 
condition consists of reticulated pigmentation of the 
neck and anterior axillary folds. There is some 
loss of elasticity and some infiltration which feels 
waxy, and there is a slight yellowish tinge. This is 
typical of pseudo-xanthoma elasticum.’ 

3. A white male aged 39 complained of failing 
vision. His right eye showed angioid streaks and 
retinal haemorrhages. The left eye showed multiple 
areas of retinitis proliferans and recent retinal 
haemorrhages. Angioid streaks could be distin- 
guished between these lesions. The refraction 
showed a myopia with astigmatism. No evidence 
of pseudo-xanthoma elasticum was found. X-ray 
showed marked irregular calcification of the femoral 
vessels. The popliteal artery pulses were absent. 
There was no dorsalis pedis pulse on the right side. 
The patient complained of intermittent claudication 
on walking. 


DISCUSSION 


The 3 cases described all showed a low degree 
of myopia. In a previous communication,” 
one of us (S. E.) constructed a histogram 
showing that the frequency of refractions in 
clinical cases does not have a binomial dis- 
tribution about an emmetropic mean, but that 
there is excess to the positive side. More than 
half the cases fall between 0 to 1.0 dioptres 
convex. The refractive findings in these cases 
are not what one would expect to find in a 
random sample. Our impression of cases of 
angioid streaks described in the literature is 
that they also show a higher incidence of 
myopia than is found in the general popula- 
tion. Some common factor is therefore sug- 
gested as being the cause of both abnormali- 
ties in this type of case. Elastic tissue is 
present in the supporting coat of the eye, both 
in the sclera proper and in the lamina fusca. 
We believe that there exists a reasonable pos- 
sibility that degeneration of elastic tissue in 
the sclera may lead to a distension of the eye- 
ball by the intra-ocular pressure and so cause 
an axial myopia. 
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SUMMARY 


1. The evolution of the concept of a degene- 
rative disease of the elastic tissue system is 
described. 


2. An account is given of the effects of 
elastic tissue degeneration in certain organs. 


3. Three patients showing elastorrhexia and 
myopia are described and a possible cause of 
the myopia is discussed. 


OPSOMMING 


1. Die evolusie van die begrip van ’n ontaarding- 
siekte van die elastiese weefselstelsel word beskryf. 
2. ’n Verslag oor die uitwerking van elastiese 
weefselontaarding op sekere organe word verstrek. 
3. Drie pasiénte wat simptome van elastorheksie 
en miopie getoon het, word beskryf, en ’n moontlike 
oorsaak van die miopie word aan die hand gedoen. 


We wish to thank Dr. C. P. M. Neethling of 
Springs for referring Case No. 3 and for his help. 
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THE EFFECTS OF SUBTOTAL GASTRECTOMY 


D. J. DU PLESSIS, M.CH. (RAND), F.R.C.S. (ENG.) 
Department of Surgery, University of Cape Town 


A certain proportion of patients has some kind 
of complaint following subtotal gastrectomy, 
the incidence varying® een the extremes 
of 75% and 2%,78 46 depending on the 
diligence with which the examiner seeks the 
minor degrees of the various syndromes. On 
careful interrogation most patients will admit 
to some minor degree of disturbance but there 
is no doubt that over 85% of patients are 
completely satisfied with their operations® 
and that only about 2% consider that the 
operation was not worth while.43.>6 Because 
of the comparative rarity of these post- 
gastrectomy syndromes it is difficult for a 
surgeon to see many cases from his own series. 
This report is based upon a collection of 61 
cases seen personally but many of them only 
for interest or in consultation. It is thus 
impossible to give the incidence of these cases, 
as most of the initial gastrectomies (as well as 
many of the corrective operations) were per- 
formed by a large number of surgeons. 


Before labelling a case as one of post- 
gastrectomy syndrome it is essential to exclude 
2 groups of conditions : 


1. All other diseases which may have been present 
(known or unknown) before the operation or which 
may have arisen subsequently. This includes chole- 
cystitis, which is not uncommon and 2 such cases 
have been encountered. It must also be kept in 
mind that a duodenal ulcer is frequently associated 
with hiatus hernia and reflux oesophagitis which 
may continue to give symptoms after the gastrec- 
tomy. One case has been encountered where the 
post-gastrectomy symptoms only disappeared after 
repair of the associated hiatus hernia. 

2. A recurrence of the original disease. Thus, if 
the gastrectomy had been performed for a gastric 
carcinoma, a local recurrence may produce symp- 
toms. Fig. 1 is an example with a carcinomatous 
recurrence obstructing the efferent loop.* Less 
commonly a new gastric ulcer may arise in the 
gastric stump following a resection for a gastric 
ulcer, and occasionally a stomal ulcer will form 
after a gastrectomy for a duodenal ulcer. Six 
stomal ulcers have been seen in this series: 2 o 
them were missed on barium meals and were seen 


* The lettering in this and the succeeding illustra- 
tions is according to the following key: 


A. Afferent loop. E. Efferent loop. 

D. Duodenum. O. Oesop! 

DJJ. Duodeno - jejunal S. Stomach. 
junction. 


at gastroscopy, but on the other hand 3 cases, 
diagnosed as stomal ulcers by the radiologists, 
were shown by gastroscopy to be merely pouches 
formed by the suturing of the anastomosis. 


Once these 2 groups have been excluded by 
careful clinical and special examinations, it 
is safe to diagnose a true post-gastrectomy 
syndrome which can also be subdivided into 2 
big groups, mechanical and physiological. 


MECHANICAL COMPLICATIONS 


These conditions are due to technical errors 
and can therefore be avoided. With careful 
surgery these syndromes are extremely rare, 
but their recognition is important as they are 
readily corrected surgically, unlike the physio- 
logical disturbances which, on the whole, are 
not treated surgically. Failure to make this 
distinction may result in prolonged and use- 
less medical treatment for a condition which 
can be treated surgically with complete success. 

There are 3 complications which fall under 
this heading : 


1. AFFERENT LOOP OBSTRUCTION 


The afferent loop can be obstructed by a 
variety of factors. 

(a) In an ante-colic anastomosis the transverse 
colon is markedly elevated by the afferent loop (Fig. 
2) and a fatal faecal impaction proximal to this 
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site has been described.20 Conversely, the loaded 
colon may obstruct the afferent loop. This rare 
condition is the cause for the occasional temporary 
afferent loop obstruction. This complication can 
be avoided by a retro-colic anastomosis, which does 
not distort the transverse colon (Fig. 3), but for 
other reasons an ante-colic loop is preferred. It is 
then sufficient to pull the colon well over to the 
right behind the afferent loop which then lies in 
front of that part of the colon suspended by the 
phrenico-colic ligament. This prevents the obstruct- 
ing tendency of the loaded colon. 

(6) If the afferent loop is made too short it may 
kink at the duodeno-jejunal junction or at the lesser 
curvature. The prevention of this fault is obvious 
and if it has occurred it can usually be corrected 
by mobilization of the duodeno-jejunal flexure. 

(c) If the afferent loop is unduly long it may 
undergo torsion or prolapse under the efferent loop. 
This may present as an acute strangulation or as 
intermittent minor attacks of afferent loop obstruc- 
tion. One case of the latter type has n seen; 
it was corrected by resection of a portion of the 
redundant afferent loop. 

(d) Adhesions after the gastrectomy may obstruct 
the afferent loop anywhere along its course. 

(e) Injudicious suturing of the afferent loop at 
the lesser curvature may obstruct it and 2 such cases 
have been encountered. The one was corrected by 
a jejunoplasty 43. 88,102 (similar to the Finney 
pyloroplasty) at the site of the obstruction, and the 
other by an entero-anastomosis between the afferent 
and efferent loops. If this latter method is used a 
vagotomy should be performed to prevent the 
formation of a stomal ulcer. 


If the afferent loop is completely obstructed 
during the operation there will be no bile in 
the gastric aspirate after the operation and 
the afferent loop will distend with bile and 
pancreatic secretion. This will produce 


abdominal pain and eventually rupture of the 


duodenum at its weakest spot, which is usually 
the closed duodenal stump, but in one 
instance a fatal perforation was seen at the 
site of a previous diverticulectomy in the 
third part of the duodenum. 

Much more frequently the obstruction is 
incomplete and increased peristaltic effort is 
required to empty the afferent loop. This will 
produce post-cibal epigastric discomfort or 
even colic. If this emptying is incomplete, the 
afferent loop will gradually distend until the 
obstruction is overcome and the large volume 
of bile-stained fluid is suddenly emptied into 
the stomach. This produces nausea and the 
patient vomits a large volume of bile-stained 
fluid without food. After this the symptoms 
are relieved for a varying period of time and 
then the whole process is again repeated. 

The diagnosis of this condition is made on 
the typical history of post-cibal discomfort 
relieved by an occasional vomit of a large 
volume of bile-stained fluid without food. 
Physical examination usually reveals nothing 
abnormai but occasionally the distended loop 
may be palpable in the upper abdomen (to the 
left if it is a very long loop with torsion and 
to the right if it is a short loop); slight icterus 
may be present due to the interference with 
biliary drainage. Radiological findings must 
be interpreted with caution because non-filling 
of the afferent loop is a common finding in 
asymptomatic subjects (Fig. 4). On the other 
hand, if the obstruction is at the duodeno- 
jejunal junction, the upper portion of the 
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afferent loop only may fill with barium, which 
is the usual picture seen after gastrectomy 


(Fig. 5). The presence of a distended, gas- 


filled afferent loop is strongly suggestive of 
afferent loop obstruction (Fig. 6). 

In addition, afferent loop obstruction may 
produce acute pancreatitis, by interference with 
pancreatic drainage, and steatorrhoea may 
occur because of failure of bile and pancreatic 
secretion to mix with the food.*4: 


If a gastro-duodenal anastomosis is used this 
complication cannot occur and this is one of 
the many reasons why a Billroth I operation is 
preferable to the Polya type of anastomosis. 
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2. AFFERENT LOOP FILLING 


In this condition the food eaten enters the 
afferent loop, which becomes distended and 
produces post-cibal discomfort or even pain. 
The contents of this distended loop may be 
vomited and the vomitus will contain food and 
bile. 

This complication is particularly liable to 
occur if the anastomosis is from the left to the 
right (with the afferent loop at the greater 
curvature?*) and both cases seen had this type 
of anastomosis. In the one the condition was 
only of short duration and there was thus no 
permanent distension of the afferent loop 
(Fig. 7). It was treated expectantly and the 
symptoms ultimately subsided so much that 
the patient did not consider a further correc- 
tive operation necessary. If the condition is 
of long standing, then permanent distension of 
the afferent loop occurs, as seen in Fig. 8 taken 
4 years after the gastrectomy. In this case 
the symptoms were relieved by an entero- 
anastomosis between the afferent and efferent 
loops. When this is done it is wise to per- 
form a vagotomy as well to prevent the for- 
mation of a stomal ulcer. 

This condition may rarely occur with a 
right-to-left anastomosis (with the afferent loop 
at the lesser curvature) but much less com- 
monly than with the left-to-right type of 
anastomosis?2 and the former is, for that 
reason, considered a better method. The use 
of a valve at the lesser curvature decreases the 
incidence of this complication even further 
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and is a possible explanation for the reduced 

incidence of post-operative symptoms encoun- 

tered if this valve is made.?3: 76 4. 53. 54, 60, 65 
The diagnosis of this condition is made on 


A 
: 
— 
‘ 
— 


MEDICAL PRrocEEDINGS + MEDIESE ByDRAES Januarie 1956 


the history and can be confirmed by a barium 
meal, but it should be kept in mind that the 
afferent loop fills with barium in a large 
proportion of asymptomatic people. This 
again is more frequent if the anastomosis is 
left-to-right, in which case filling as far as the 
closed-off stump of the duodenum occurs in 
60% of patients.*? It also occurs with a right- 
to-left anastomosis, but less frequently and to 
a lesser degree, usually only to the top of the 
valve or at the most to the duodeno-jejunal 
flexure.>2 Thus Fig. 9 shows the afferent loop 
filling (in an asymptomatic subject) despite a 
right-to-left anastomosis and a good valve. In 


4 
: 


January 1956 


an attempt to overcome this filling of the 
afferent loop a right-to-left anastomosis with 
a valve was used and in addition the afferent 
loop was sewn high up onto the lesser curva- 
ture; nevertheless, afferent loop filling 
(asymptomatic) up to the duodeno-jejunal 
flexure still occurred (Fig. 10). 

It is thus evident that the use of a right-to- 
left anastomosis with a valve will not 
necessarily prevent filling of the afferent loop 
but will, with very few exceptions, prevent 
filling severe enough to produce symptoms. 
This is therefore the method favoured if a 
gastro-jejunal anastomosis is performed. It is 
clear that this complication cannot occur if a 
Billroth I operation is used and is yet another 
reason why a Billroth I operation is preferable 
whenever possible. 

Apart from employing entero-anastomosis 
plus vagotomy, this complication can be over- 
come by changing a left-to-right to a right-to- 
left anastomosis with a valve or, if such already 
exists, then by changing the gastro-jejunal 
anastomosis to a gastro-duodenal anastomosis, 
using the second part of the duodenum. But 


it seems likely that if no permanent distension 
exists surgery should be withheld in the hope 
of a spontaneous improvement, as occurred in 
1 of the 2 cases described here. Permanent dis- 
tension of the afferent loop, however, is 
probably an indication for surgical correction. 
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3. EFFERENT LOOP OBSTRUCTION 


In this condition the gastric contents cannot 
leave the stomach. This results in a post-cibal 
discomfort and vomiting of the food eaten. If 
a Polya type of operation has been performed, 
the vomitus will contain bile mixed with the 
food. 

This condition is particularly likely to occur 
with a Billroth I operation where the size of 
the stoma is largely dictated by the size of the 
duodenum. The only case seen occurred after 
such an operation (Fig. 11). In such a case, 
of course, the vomitus does not contain bile 
but only food and gastric secretion. 

This diagnosis is readily confirmed by a 
barium meal and the treatment is obviously 
surgical correction of the stenosed stoma. 


PHYSIOLOGICAL DISTURBANCES 


These disturbances of function caused by the 
operation cannot be avoided completely nor 
can the majority of them be treated surgically, 
but with due care they can be reduced to a 
minimum and treated with success. 

Although there is often considerable over- 
lap between the various syndromes, it is 
convenient to describe them separately and to 
group them according to the causative struc- 
tural changes. It is therefore proposed to 
discuss them under 3 headings: 

I. The stomach, most of which is removed; 

Il. The pylorus, which is also removed; and 

Ill. The duodenum, which is short-circuited in 

the Polya type of operation. 


I. THE STOMACH 


The removal of the greater portion of the 
stomach is bound to interfere to some degree 


with one or more of its functions which can 
best be grouped as follows : 


1. GASTRIC RESERVOIR 


The stomach acts as a reservoir where food is 
stored (before it is passed on into the bowel) 
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and distension of this organ produces a feeling 
of fullness which limits the bulk of food eaten 
at one time. Pure gastric distension produces 
a feeling only of fullness or even pain but 
none of the other symptoms associated with 
the so-called dumping syndrome. 

The reduction in the size of the organ will 
naturally result in this feeling of fullness after 
only a small meal and this reduction in the 
bulk of food eaten is one of the important 
causes for the failure to gain or actual loss of 
weight seen in about 40% of patients.” This 
loss of weight may, of course, be due to any 
of the other conditions which disturb the 
digestion and absorption of the food 
eaten!’ !00 and is therefore less common after 
Billroth I operations;*© but the reduction in 
gastric capacity is probably the most important 
single factor!» 9? and the loss of weight even 
seems to be proportional to the amount of 
stomach removed.*? 

This disturbance in nutrition results in a 
predisposition to pulmonary tuberculosis after 
gastrectomy ;9 54, 66, 69, 72, 89, 96 gastrectomy 
should therefore not be performed on patients 
suffering from pulmonary tuberculosis® and 
all precautions should be taken to prevent this 
loss of weight and to detect pulmonary tuber- 
culosis early by means of regular chest X-rays 
in those who cannot regain weight. All 
patients are advised to eat 6 small but 
nutritious meals at regular intervals during the 
day for as long as the size of the meal has to 
be limited. 

One patient complained of an ache at the 
root of the neck on the left side after a large 
meal. Although this may conceivably be due 
to distension of the gastric remnant, it is more 
probably due to a pull on the diaphragm by 
the descent of the unsupported gastric stump. 


2. GASTRIC SECRETION 


All types of gastric secretion are reduced but 
the important ones are: 

(a) Intrinsic Factor. Because a portion of 
the stomach remains after partial gastrectomy, 
it is exceptional for pernicious anaemia to 
develop after this operation® and if it does 
occur, it is presumably due to a severe gastritis 
of the gastric remnant,!°4 which is a common 
occurrence.!9 5! These cases respond to liver 
therapy. 

In some instances the short-circuited afferent 
loop becomes infected and the bacteria either 
compete with the host for vitamin Bi: or 
destroy the saprophytes which manufacture 
folic acid and vitamin B... The resulting 
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megalocytic anaemia is improved with anti- 
biotics and the restoration of gastro-duodenal 
continuity.!% 

(b) Hydrochloric Acid. The low level of 
gastric acidity resulting from this operation 
has a number of undesirable effects. 

i. Hydrochloric acid is required to change 
the ferric iron (which is ingested) into ferrous 
iron (which is the only form of iron which 
can be absorbed readily) and the reduction of 
acid will naturally interfere with this. 1°? In 
addition the absorption of iron is impaired by 
the diversion of food from the duodenum (in 
the Polya type of operation) and the intestinal 
hurry so frequently seen.!. 104 Jr is thus not 
surprising that an iron-deficiency anaemia 
occurs in a high proportion of patients.® 33:35. 
52, 59, 91,94, 97 Te follows that the incidence of 
this anaemia is higher the more extensive the 
resection (as the acid secretion is propor- 
tionately decreased®) and that it is less common 
after gastrectomies for duodenal ulcer than 
after operations for gastric ulcer (where a 
lower gastric acid exists before the operation 
in the majority of cases). It is, on the other 
hand, less common after Billroth I opera- 
tions!®! as in these the duodenum is not short- 
circuited (thus enabling iron to be absorbed 
in the duodenum and upper jejunum) and 
intestinal hurry is less marked and _less 
common. 

It is probable that this iron-deficiency 
anaemia only occurs if there is actual loss of 
blood.!% This explains the higher incidence 
in women?! under 50 years (59%)® (who lose 
iron with menstruation, pregnancy and child- 
birth), in comparison with males (40%) and 
women over 50 years (30%). In the latter 
the blood loss is presumably from the erosive 
gastritis often seen after gastrectomy. 

This anaemia always responds to iron 
therapy and it is a wise precaution to prescribe 
ferrous iron in excess for one week each month 
after the operation.” As iron in pill form 
may produce gastric erosions, a powder or 
liquid is preferred.! 

ii. Vitamin B is. unstable in an alkaline or 
neutral medium and consequently a vitamin B 
deficiency may arise after gastrectomy in 10% 
of patients.!°! It is thus recommended that 
patients should be given an excess of vitamin 
B for a week each month as a prophylactic 
measure. 

iii. An important function of the gastric 
acid is to sterilize the contents of the upper 
portion of the gastro-intestinal tract.!°? After 
its reduction by gastrectomy an_ infective 
gastritis or jejunitis may occur. This may be 
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very severe and even fatal soon after the 
Operation, requiring vigorous treatment with 
antibiotics and even anti-gas-gangrene serum. 
More frequently it causes an _ infective 
diarrhoea later after the operation. This is 
adequately treated with antibiotics and, pos- 
sibly, oral hydrochloric acid. On rare occasions 
this infection may affect only the stagnant 
afferent loop; then gastro-duodenal reconsti- 
tution may be necessary to obtain a cure.! 
Although this condition has been seen a 
few times after total gastrectomy (2 of the 
cases fatal) it has only been seen twice after 
partial gastrectomy, both being adequately 
controlled with small amounts of oral hydro- 
chloric acid and a course of oral antibiotics. 


3. CONTROLLED GASTRIC EMPTYING 


Without a doubt this is the most important 
function of the stomach. Interference with 
this function is responsible for most of the ill 
effects of gastrectomy. These can only be 
understood after careful consideration of this 
gastric function. 

The stomach, like the rest of the intestinal 
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tract,24 has tone, mixing movements (chiefly 
in the body of the stomach) and propulsive 
movements (in the pyloric antrum).2”7 Tone 
keeps the gastric walls in apposition and if 
the stomach is empty the walls are opposed in 
such a way that only the little gastric air 
bubble is seen in the fundus.’ 

A liquid meal runs straight through the 
empty stomach along the lesser curvature and 
out through the pylorus within a minute or 
less;727 consequently the usual liquid barium 
meal is not an accurate estimate of gastric 
function. It is for this reason that after 
gastrectomy the patient should be advised not 
to take his meals in a liquid form. 

When solid food is eaten there is a reflex 
inhibition of gastric movements (receptive 
relaxation)?» 27 which lasts for about 15 
minutes. During this time gastric secretion 
continues and the mixture is rendered isotonic 
by dilution.2”? If the stomach empties too 
rapidly, this effect is lost and the gastric con- 
tents entering the jejunum will be hypertonic. 
Gastric tone, however, persists and it keeps 
the food in the upper, vertical part of the 
stomach for some time, as can be seen in 
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Fig. 12 taken in the erect position 5 minutes 
after a solid meal mixed with barium. As 
the fundus and upper part of the body of the 
stomach have very little propulsive activity, 
food descends by gravity into the lower part 
of the stomach. In Fig. 13 the barium mixed 
with solid food can be seen occupying the 
whole stomach 10 minutes after the meal. 

The duodenum, however, is a fixed structure 
and the food, as it descends, will come to lie 
in the gastric ‘sump’ lower than the pyloric 
exit. Consequently the normal stomach can- 
not empty by gravity alone unless the subject 
lies on the right side;’? this knowledge is often 
used to facilitate the passage of a nasal tube 
into the duodenum. It is obvious that if the 
shape of the stomach is so altered that the 
exit is at the most dependent part of the 
stomach, gravity will play an important part 
in gastric emptying which will then be 
accelerated. 

About 10 minutes after a solid meal mixing 
movements commence in the body of the 
stomach.2?7 These ensure good mixing of the 
food with the gastric secretion. After about 


10-20 minutes propulsive movements com- 
mence. These are weak in the body of the 
stomach;’ the important ones from the point 
of view of gastric emptying occur in the 
pyloric antrum. 

At this stage it must be pointed out that 
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gastric emptying is not controlled by the 
pyloric sphincter. This structure is normally 
open,’ 27,93 as can be verified at gastroscopy 
and on screening a subject who has taken 
liquid barium. It is thus not surprising that 
excision of the pyloric sphincter does not 
effect the rate of gastric emptying.’ This has 
also been demonstrated by one case who 
developed severe obstructing fibrosis of most 
of the stomach due to the accidental swallow- 
ing of sulphuric acid. At operation the 
affected portion of stomach was excised, 
leaving only very small portions at the cardia 
and the pylorus (which was completely 
normal). These 2 small remnants were then 
anastomosed end to end (still leaving the 
pylorus intact) to produce a very small 
stomach without any ‘sump’ but with the 
pylorus at the most dependent part of the 
stomach. This stomach emptied rapidly by 
gravity (Fig. 14) and the patient has a severe 
dumping syndrome in spite of the fact that 
the pyloric sphincter is intact. 

The stomach empties by virtue of a pressure 
gradient between the stomach and the 
duodenum which depends on: 

ie Gravity (which normally plays no significant 
role); 

2. Gastric tone (which increases in proportion to 
the size of the meal) 7.27; and 

3. Pyloric antral contractions, the most important 
factor in the normal gastric emptying because it is 
the only one which can easily overcome the effect 
of gravity on the food lying in the gastric sump. 

The pyloric antrum has a fan-shaped muscle 
based at the pylorus on the lesser curvature. 
It contracts in a wave-like movement which 
propels the antral contents into the duodenum 
through the open pylorus.2793 The distal 
portion of this muscle forms the pyloric 
sphincter, which contracts firmly at the end 
of this wave of peristalsis, as can be seen at 
gastroscopy and on screening a patient who has 
had a barium meal; this is the only time the 
pyloric sphincter contracts. The closure per- 
sists for a few seconds,’:27:9} with the result 
that the pylorus is still closed when the 
presence of the chyme in the duodenum 
stimulates the latter to contract. This 
serves to prevent the reflux of food into 
the stomach as the result of duodenal con- 
traction; thus the pylorus does not in any 
way control gastric emptying; it prevents 
reflux of duodenal contents into the 
stomach.?7, 44,93 Gastric emptying largely 
depends on pyloric antral peristalsis’: 9? which 
can move the food up from the gastric sump 
into the duodenum. This function is delayed 
by acid, fat, carbohydrate, protein and hyper- 
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tonic fluid in the duodenum by means of a 
nervous reflex and the hormone, entero- 
gastrone.’»27_ In this way gastric emptying is 
slowed down. Vagotomy, too, slows down 
gastric emptying by inhibition of this muscu- 
lar activity.2’7 The slowing down of gastric 
emptying ensures that the food and gastric 
secretions are properly mixed! and that the 
tesultant chyme only enters the duodenum 
slowly. 

It is thus not surprising that 20 minutes 
after the ingestion of a solid meal mixed with 
barium the food is still in the stomach (much 
of it in the upper part of the stomach) (Fig. 
15) and even after 50 minutes there is very 
little change (Fig. 16). Even 80 minutes after 
such a meal only very little has entered the 
duodenum and only now has the food sunk 
to the bottom of the stomach (Fig. 17). 

One can then briefly summarize by saying 
that normally gastric emptying for a liquid 
meal is rapid but for a solid meal it is slow 
because the food comes to lie in the gastric 
sump, whence it can only be moved onward 
by pyloric antral contractions which, in turn, 
are controlled by conditions in the duodenum. 
Gravity and gastric tone play an unimportant 
role and the pylorus has no part at all, serving 
only to prevent reflux of duodenal contents 
into the stomach. 

After a gastrectomy, however, the circum- 
stances are very different. The decrease in 
volume of the stomach results in a more rapid 
rise of intra-gastric pressure after a meal and 


this will tend to some degree to empty the 
stomach more rapidly than normally by 
altering the pressure gradient between 
stomach and bowel. More important, how- 
ever, is the fact that the gastric sump has now 
been removed and that the efferent stoma lies 
at the most dependent part of the gastric 
remnant, which often seems to form a funnel 
directing food into the jejunum.!° Thus the 
effect of gravity now assumes an important 
place in gastric emptying and it obviously is 
not under physiological control (as is the 
pyloric antral contraction of the normal 
stomach) so that the stomach empties rapidly 


before the food has been rendered liquid and 
isotonic. It is this rapid entry of unprepared 
food into the bowel which is responsible for 
most of the unsatisfactory effects of gastrec- 
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tomy and it is considered wise to advise the 
patient about reducing this when he leaves 
hospital so that while he is still accomodating 
himself to the operation he can avoid any 
unpleasant symptoms. 

The advice given is to take small meals 
(to avoid a great rise in intra-gastric pressure) 
but they must be taken frequently (to avoid 
a small total intake of food with a resultant 
loss of weight). The meals should consist of 
solid food (which leaves the stomach more 
slowly than liquid) with the liquids taken in 
between meals. Lying down after a meal 
tends to overcome the effect of gravity* 7° 
and so delays gastric emptying. This can be 
seen from Fig. 18A, taken erect with dependent 
drainage, and Fig. 188, taken of the same 
patient lying down showing the pooling effect 
of the supine position with no emptying 
at that time. It is even better illustrated by 
Fig. 19A, taken in the erect position, to demon- 
strate dependent drainage in that position and 
Fig. 19B (a lateral view taken of the same 
patient in the supine position), showing clearly 
how gastric contents have to be propelled 
upwards to enter the efferent loop when lying 
down. The patient is thus advised to lie 
down after meals, certainly while he can still 
do so during the convalescent period. 

The question arises whether the surgeon can 
reduce the speed of gastric emptying by means 
of some modification of the operation he per- 


forms. The Billroth I operation, because the 
exit of the stomach is the fixed duodenum, 
will tend to form a gastric sump with resultant «2 
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slow emptying, but this is only achieved if a 
comparatively low Billroth I gastrectomy is 
done (Fig. 20) but if a high Billroth I 
gastrectomy is performed, drainage is com- 
pletely dependent and the stomach empties 
rapidly by gravity (Fig. 21). For this reason 
a Billroth I operation should be performed 
whenever possible and as much of the greater 
curve should be preserved as is compatible 
with the pathology in an attempt to form a 
gastric sump which will delay gastric emptying. 

It has been suggested that the afferent loop 
should be sutured to the left gastric pedicle 
and the remnant of the lesser omentum if a 
Polya type of gastrectomy is performed.!* 
Although the original purpose of this 
‘hitching up’ is no longer acceptable, it has 
the effect of fixing the exit from the stomach, 
thus allowing a sump to form which is lower 
than the efferent stoma.*? In actual fact, how- 
ever, this effect is not noticeable if the 
gastrectomy is even moderately high (Fig. 22) 
and it seems that what is required is a com- 
paratively low gastrectomy (to leave enough 


stomach to form a gastric sump) plus vagotomy 
(to prevent the formation of a stomal ulcer) 
and a gastro-duodenal anastomosis (to ensure 
a fixed exit which will not remain dependent 
when the stomach fills up). This has been 
recommended! and if the results show it to 
be as effective in practice as it is in theory, 
then it will very probably become the accepted 
operation for duodenal ulcer. 
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As rapid emptying is almost inevitable with 
most gastrectomies, it is understandable that 
it is responsible for most of the post- 
gastrectomy symptoms.! The effects of this 


rapid emptying are numerous but can be sub- 
divided into 2 big groups: 


1. Dumping Syndrome. 
2. Malabsorption of Food. 


OPSOMMING 


‘n Reeks van 61. gevalle van  na-gastrektomie- 
simptome word in oénskou geneem. 

Na uitsluiting van nie-verwante siektes en nuwe 
invalle van die oorspronklike siekte kan die suiwere 
na-gastrektomie-simptome in meganiese en fisio- 
logiese komplikasies onderverdeel word. 

Die meganiese effek van aanvoerende boog- 
obstruksie, aanvoerende boogvulling en afvoerende 
boogobstruksie is te wyte aan chirurgiese vergissinge. 
Hulle kan maklik gediagnoseer, en behoort chirur- 
gies behandel te word. 

Die fisiologiese versteurings, daarenteen, word ver- 
oorsaak deur die struktuurverandering van die maag, 
die maaguitgang en die twaalfvingerige derm. 

Die maageffekte behels versteurings van die 
reservoirfunksie, maagafskeiding van die intrinsieke 
faktor en soutsuur, en gekontroleerde maagont- 
lediging. 


(The References will be published with the 


concluding part in the next issue) 
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PREPARATIONS AND APPLIANCES 


“ SPANSULE ’ THERAPY 


AN ENTIRELY NEW AND UNIQUE METHOD OF DRUG 
ADMINISTRATION 


DEXEDRINE SPANSULE CAPSULES 


‘Two tablets to be taken at once, and then 2 every 
4 hours’, is an instruction that will disappear. One 
dose a day will be what the physician will order 
and he will be able to do so because of the intro- 
duction of the ‘Spansule’ presentation to South 
Africa by M. & J. Pharmaceuticals (Pty.) Ltd., Port 
Elizabeth, on behalf of their Principals, Smith Kline 
& French Int. Co., Philadelphia. 

Drugs presented in ‘Spansule’ form are distri- 
buted among numerous tiny pellets contained in a 
capsule. These pellets are so prepared that the 
active drug is released gradually over a period of 
8-10 hours. This new and unique method of pre- 
senting drugs for oral administration is a major 
advance in posology. One capsule produces an even 
and smooth therapeutic effect throughout the day 
or night. 

Difference Between ‘Spansule’ and ‘Enteric 
Coated’ or ‘Timed-action’ Preparations: Enteric 
coated preparations are designed merely to delay the 
release of a drug until it reaches the small intestine. 
The purpose of the coating is either to protect the 
drug from inactivation by the gastric juice or to 
protect the patient from nausea and vomiting or 
other unpleasant side effects. Once the coating has 
dissolved the whole dose is released at once. ‘ Timed- 
action’ preparations are designed to release 2 or 3 
single doses at intervals during the day so that a 
whole day's dosage may be taken in one tablet or 
capsule. Once again the whole of each dose is 
released at once and the therapeutic effect of these 
preparations is no different from that of the 
ordinary b.i.d. or t.i.d. dosage. Moreover, varia- 
tions in gastric motility and other factors reduce 
the accuracy of the timing. 

With the ‘Spansule’ presentation, however, a 
proportion of the drug is released immediately so 
that it begins to act as soon as it would have if 
given in an ordinary tablet. Thereafter the 
remainder of the dose is released a little at a time 
throughout the day. Since the dose is split between 
so many tiny pellets the therapeutic effect is 
smoother, less liable to be affected by variations 
in gastric motility, and therefore more predictable. 

Practical Advantages: With the ‘ Spansule’ pre- 
sentation one capsule in the morning or at night 
is all that is required to ensure a sustained uniform 
level of therapeutic activity throughout the day or 
night. The advantages of a reliable one dose-a-day 
schedule scarcely needs emphasizing. 

Apart from its convenience to the patient and 
easiness to remember, it eliminates the variations 
so often introduced into a ¢.i.d. scheme by the 
patient—the missed midday dose and the double 
dose in the evening to make up. 

' Dexedrine Spansule’: There is at the moment 
only ‘Dexedrine’ available in this form but inten- 
sive development work is being carried out to solve 
the particular problems in producing and presenting 
a wide range of drugs in this form. 

The therapeutic effect is continuous, smooth and 


sustained. When used in the reduction of — 
this new principle of drug administration offers 
an obvious advantage. The control of appetite is 
constant and prolonged between meals, as well as 
at meal times. 

Formula: Each ‘Dexedrine Spansule’ contains 
10 mg. or 15 mg. (according to strength) ‘ Dexe- 
drine’, distributed among many tiny pellets with 
varying disintegration times. 

Indications and Dosage: In the following con- 
ditions the recommended dosage is 10 mg. to 30 mg. 
‘Dexedrine’ in Spansule form usually taken on 
rising or at breakfast. (It should be remembered 
that the effect of one capsule may last as long as 
12 hours. If the dose is not taken early insomnia 
may ensue). 

Obesity (in conjunction with a low calorie diet). 

Depressive states. 

Alcoholism. 

Drug-induced drowsiness. 

Price: ‘Dexedrine Spansule’ Capsules are avail- 
able on prescription only in bottles of 30 capsules. 

Public Price: 10 mg.—17s. 6d. each; 15 mg.— 
21s. 6d. each. 


KECTIL 


Bristol Laboratories New York, represented by 
Bristolabs (Pty.) Ltd., announce the introduction of 
“Kectil’, a palatable aqueous oral preparation con- 
sisting of dihydrostreptomycin, sulphaguanidine, 
sulphadiazine, Centrine*, bismuth, kaolin and 
pectin. 

The ideal approach to the treatment of gastro- 
intestinal infections is of necessity based upon 3 
guiding principles: 

1. Prompt control of the infection; 

2. Prevention of further irritation to the gastro- 
intestinal mucosa; and 

3. Provision of a reversion to normal physiology. 

With these principles in mind Bristol Labora- 
tories approached the problem of developing a 
broadly effective product that could be safely 
employed for the treatment of specific and non- 
specific diarrhoeas and associated manifestations, 
e.g. bacillary dysentery, paradysentery, salmonel- 
losis, diarrhoea of the newborn and summer 
diarrhoea, as well as for the pre-operative prepara- 
tion of the bowel. Kectil is also indicated in con- 
trolling the acute infectious diarrhoeas associated 
with chronic ulcerative colitis as well as those 
which occasionally result from the use of other 
antibiotic or chemotherapeutic agents. 

Pulaski! has shown that streptomycin will effec- 
tively eliminate coliform bacteria. Méilzer e¢ al.,2 
reporting on results obtained in the routine 
examination of stool specimens of over 5,000 
patients, concluded that oral streptomycin and/or 
oral sulphonamides were effective against infections 
of the intestinal tract caused by strains of paracolon 
bacilli: Shigella alkalescens and Pseudomonas 
aeruginosa. The efficacy of streptomycin in the 
treatment of Shigella dysentery in infants has 
adequately proven by Chang and Su.3 Further, there 
is ample evidence that combined antibiotic 
sulphonamide therapy is greatly superior to either 


* Bristol Laboratories brand of Aminopentamide. 
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agent alone.4+8 Centrine* is a potent anticholinergic 
and antispasmodic agent and is incorporated in 
Kectil to alleviate the acute discomfort caused by 
excessive gastrointestinal motility? but it will not 
cause rebound constipation which often occurs 
following the use of opium derivatives. rhage 
the addition of kaolin, pectin and bismuth wi 
assist in forming a protective demulcent coating 
over the intestinal mucosa and foster the return 
of normal peristalsis without rebound constipation. 


Dosage: Adults 1—2 tablespoonsful ( three 
Children 4—1 tablespoonful ; times 
Infants 1—2 teaspoonsful (daily. 


Package: Kectil is available in 2 fl. oz. bottles. 
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PREPARATE EN TOESTELLE 


,SPANSULE’-TERAPIE 


’N VOLKOME NUWE EN UNIEKE METODE OM GENEES- 
MIDDELS TOE TE DIEN 


DEXEDRINE-SPANSULE-KAPSULES 


,Twee tablette dadelik, en dan 2 al om die 4 uur’ is 
’n voorskrif wat sal verdwyn. Een dosis per dag is 
wat die geneesheer sal voorskryf, en hy sal in staat 
wees om dit te doen ten gevolge van die beskik- 
baarstelling in Suid-Afrika wan die ,Spansule’- 
aanbiedingsvorm deur M. & J. Pharmaceuticals (Pty.) 
Ltd., Port Elizabeth, namens hul prinsipale Smith 
Kline & French Int. Co., van Philadelphia. 

Geneesmiddels wat in ,Spansule’-vorm aangebied 
word, is vervat in talle klein korreltjies in die kap- 
sule. Die korreltjies word op so ’n manier voor- 
berei dat die aktiewe middel geleidelik oor ’n tyd- 
perk van 8-10 uur vrygestel word. Hierdie nuwe en 
unieke aanbiedingsmetode vir geneesmiddels wat 
mondeling toegedien word, verteenwoordig ’'n 
belangrike vooruitgang op die gebied van posologie. 
’n Enkele kapsule het ’n egalige en gelykmatige 
terapeutiese effek dwarsdeur die dag of nag. 

Die Verskil tussen ,Spansule’ en ,Ingewands- 
bedekte’ of ,T ydsgereguleerde’ Preparate: Ingewands- 
bedekte preparate is cot ontwerp om die vrystelling 
van die geneesmiddel te vertraag tot tyd en wyl dit 
die dunderm bereik. Die doel van die bedekking 
is Of om te voorkom dat die maagsappe die genees- 
middel onwerksaam maak, of om die pasiént teen 
mislikheid, braking of ander onaangename bykom- 
stige effekte te beskerm. As die bedekking een maal 
opgelos is, word die hele dosis dadelik vrygestel. 
sTydsgereguleerde’ preparate is ontwerp om 2 of 3 
enkele dosisse by tussenpose gedurende die dag vry 
te stel, sodat die hele dag se dosisse in die vorm 
van ’n enkele tablet of kapsule geneem kan word. 
Weereens word die hele dosis egter dadelik vry- 
gestel, en die terapeutiese effek van hierdie preparate 
verskil geensins van dié van b.4.d.- of t.4.d.-dosisse 
nie. Temeer, verskille in maagbeweeglikheid en 
ander faktore het ’n neiging om die akkuraatheid 
van die tydsberekening te verminder. 

In die geval van ,Spansule’-aanbieding word ’n 
gedeelte van die geneesmiddel dadelik vrygestel 
sodat dit op die pasiént begin inwerk net soos dit 
sou gedoen het as dit ’n gewone tablet was. Daarna 
word die dosis—bietjies-bietjies op 'n keer—dwars- 
deur die dag vrygestel. Aangesien die dosis tussen 


so baie klein korreltjies verdeel is, is die tera- 
peutiese effek gelykmatiger, in ‘n mindere mate 
onderhewig aan die variasies wat uit maagbeweeglik- 
heid voortspruit, en derhalwe makliker voorspelbaar. 

Praktiese Voordele: Met die  ,Spansule’-aan- 
bieding is een kapsule in die oggend of in die aand 
al wat nodig is om die terapeutiese bedrywigheid 
op ’n volgehoue, eenvormige peil dwarsdeur die dag 
of nag in stand te hou. Die voordele van ’n betrou- 
bare een-dosis-per-dag-skedule hoef seker nie bena- 
druk te word nie. 

Afgesien van die gerief wat dit vir die pasiént 
meebring en die feit dat dit baie maklik is om te 
onthou, skakel dit die verskille uit wat so dikwels 
in die t.t.d.-skema ingevoer word deur die pasiént 
self—die dosis in die middel van die dag wat nie 
geneem word nie, en die dubbele dosis saans om 
daarvoor te vergoed. 

,Dexedrine-Spansule’: Slegs ,Dexedrine’ is op 
die oomblik in hierdie vorm beskikbaar, maar 
intensiewe mavorsingswerk is onderneem in 'n 
poging om ’n oplossing te vind vir die besondere 
probleme wat opgelewer word deur die produksie 
en aanbieding van ’n groot verskeidenheid van 
middels in hierdie vorm. 

Die terapeutiese effek is ononderbroke, gelykmatig 
en volgehoue. Wanneer hierdie nuwe_beginsel 
i.v.m. die toediening van geneesmiddels gebruik 
word vir gewigsvermindering bring dit ’n voor die 
hand liggende voordeel mee. Ononderbroke en 
langdurige beheer oor die eetlus word uitgeoefen nie 
alleen tussen maaltye nie, maar ook tydens maaltye. 

Formule: ledere ,Dexedrine-Spansule’ bevat 10 
mg. of 15 mg. ,Dexedrine’ (volgens die sterkte), 
en dit is versprei onder talle klein korreltjies met 
verskillende desintegrasietye. 

Indikasies en Dosis: In die volgende toestande is 
die aanbevole dosis 10 mg. tot 30 mg. ,Dexedrine’ 
in Spansule-vorm, wat gewoonlik geneem word 
sodra die pasiént opstaan of saam met sy ontbyt. 
(Daar moet in gedagte gehou word dat die effek 
van een kapsule 12 uur lank kan duur. As die dosis 
dus nie vroeg in die mére geneem word nie kan dit 
slaaploosheid tot gevolg hé). 

Vetsug (tesame met 'n lae-kalorie-dieet). 

Neerslagtige toestande. 

Alkoholisme. 

Slaperigheid wat deur verdowingsmiddels veroor- 

is. 


Prys: ,Dexedrine-Spansule’-kapsules kan slegs na 
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oorhandiging van ’n preskripsie verkry word in 
bottels wat 30 kapsules bevat. 

Prys vir die publiek: 10 mg.—17s. 6d. elk; 
15 mg.—2l1s. 6d. elk. 


KECTIL 


Bristol Laboratories New York, verteenwoordig 
deur Bristolabs (Pty.) Ltd., kondig die beskikbaar- 
stelling aan van ,Kectil’, ’n smaaklike, mondelinge 
waterpreparaat bestaande uit dihidrostreptomisien, 
sulfaguanidien, sulfadiasien, Centrine*, bismut, 
kaolien en_pektien. 

Die ideale benadering tot die behandeling van 
maag- en ingewandsinfeksies is nyodwendig op 3 
hoofbeginsels gegrondves: 

1. Vinnige bestryding van die infeksie; 

2. Voorkoming van verdere prikkeling van die 
maag- en ingewandslymvlies; en 

3. Voorsiening vir ‘n  terugkeer 
fisiologie. 

Met hierdie beginsels in gedagte het Bristol 
Laboratories die probleem aangepak om ’n algemeen 
doeltreffende produk te ontwikkel wat met veilig- 
heid aangewend kon word vir die behandeling van 
spesifieke en nie-spesifieke diarrees en verwante 
manifestasies, bv.  basillére disenterie, _para- 
disenterie, salmonellose, diarree by pasgeborenes en 
somerdiarree, sowel as vir die voorbereiding van 
die ingewande voor 'n operasie. Kectil word ook 
aangedui vir die bestryding van die akute, aan- 
steeklike diarrees wat in verband staan met 
kroniese swerende kolitis, sowel as met dié wat 
af en toe voortspruit uit die gebruik van ander 
antibotiese en chemoterapeutiese middels. 

Pulaski! het aangetoon dat streptomisien koli- 
agtige bakterieé op ’n doeltreffende wyse vernietig. 
Milzer et al.2 het in hul verslag oor die resultate 
van die roetine-ondersoek van die  ontlastings- 
monsters van meer as 5,000 pasiénte tot die gevolg- 
trekking geraak dat mondelinge streptomisien en/ 


na normale 


* Bristol Laboratories se soort Aminopentamied. 


REVIEWS 


CARDIO-VASCULAR SURGERY 


British Medical Bulletin: Surgery of the Heart 
and Thoracic Blood Vessels. (15s. per single 
copy. £2 per volume of 3 numbers, with Index.) 


Publishers: Medical Department, The British 
Council, 65 Davies Street, London, W.1, 
England. 


It is only within the last 7 years that operations 
within the structure and substance of the heart have 
become so successful that they are now considered 
amongst the standard operations of surgery. In this 
new number of British Medical Bulletin (Vol. 11, 
No. 3) the foremost British authorities have 
presented an up-to-date appraisal of this branch of 
surgery, which, as Sir Russell Brock writes in the 
Introduction, ‘. . . has now brought relief of dis- 
ability to thousands throughout the world and saved 
the lives of many who otherwise had no hope when 
routine medical treatment had failed.’ 

Amongst the papers, surgical aspects are presented 
by Sir Russell Brock, Mr. O. S. Tubbs, Mr. T. 


Hoimes Sellors and Mr. N. R. Barrett (who has also 
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of mondelinge sulfonamiede doeltreffend is teen 
infeksies van die ingewandskanaal wat deur die 
parakolon-basilsoorte Shigella alkalescens en 
Pseudomonas aeruginosa veroorsaak word. Die 
doeltreffendheid van streptomisien by die behande- 
ling van  Shigella-disenterie by suigelinge is 
duidelik bewys deur Chang en Su.3 Temeer, daar 
is afdoende bewyse dat gesamentlike antibioticum- 
sulfonamied-terapie veel beter is as terapie met 
een van hierdie twee middels alleen.4-8 Centrine* 
is 'n kragtige anticholinergiese en krampbestrydings- 
middel, en word by Kectil gevoeg om die akute 
ongerief voortspruitende uit buitensporige maag- en 
ingewandsbeweeglikheid? te verlig. Dit veroorsaak 
egter nie die terugslag-hardlywigheid wat so 
dikwels op die gebruik van opiumderivate volg nie. 
Ten slotte help die byvoeging van kaolien, pektien 
en bismut met die vorming van ’n_ beskermende, 
strelende lagie oor die slymvlies van die ingewande, 
en bevorder die terugkeer van normale derm- 
bewegings sonder terugslag-hardlywigheid. 


Dosisse:  Volwassenes 1—2 eetlepelsvol( drie 
Kinders 4—1 eetlepelvol ; maal 
Suigelinge 1—2 teelepelsvol dag. 


Verpakking: Kectil is verkrygbaar in bottels wat 
2 vi. ons bevat. 
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OF BOOKS 


acted as Scientific Editor); while Dr. Paul Wood, 
Dr. I. K. R. McMillan and Dr. A. I. Parry Brown 
emphasize in their articles the extent to which the 
surgeon, physician and anaesthetist work in harmony. 

The future trends of development of open-heart 
surgery are fully discussed: Mr. A. T. Andreasen 
deals with cross-circulation; Mr. W. P. Cleland and 
Dr. D. G. Melrose contribute an article on the artifi- 
cial heart-lung; Dr. E. J. Delorme and Mr. D. N. 
Ross write on hypothermia. 

This collection of papers in indicative of the im- 
portance of British work in this field and will prove 
of interest to those working in thoracic medicine 
and surgery. 


TROPICAL MEDICINE 


Tropical Medicine for Nurses. By A. R. D. 
Adams and B. G. Maegraith. (Pp. 305 + 
Index. With 34 Figs. 30s.) 1955. Oxford: 


Blackwell Scientific Publications. 


This volume deals with tropical diseases, from 
Ainhum to Yaws, in 314 pages. The desire to 
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maintain the subject matter in alphabetical order 
has resulted in the separation of Blackwater Fever 
from Malaria by approximately 70 pages. The 
authors have set forth to produce a textbook on 
tropical diseases for nurses stationed in the tropics, 
and mot a book on nursing. They have succeeded 
in attaining their object, each subject being pre- 
sented succinctly with no excess verbiage, but almost 
3 pages devoted to sunburn appear excessive. The 
numerous illustrations facilitate the presentation of 
the various diseases. 

The treatment of the various parasitic infections 
is well presented, dosages being given in detail. In 
the recommendations for treatment with antibiotics 
there are, however, several deficiencies. In our 
opinion specific treatment of bacillary dysentery by 
means of the sulpha group of drugs alone omits 
the well tried antibiotics such as chloramphenicol, 
oral streptomycin and the tetracycline group. 
Throughout the volume the only antibiotics men- 
tioned are chloramphenicol, aureomycin, penicillin 
and occasionally streptomycin. It is to be regretted 
that other antibiotics have been excluded; the treat- 
ment of bacillary dysentery and brucellosis could 
well be supplemented. 

A few unfortunate printing errors have been 
detected such as ‘adequate’ where ‘ inadequate’ is 
meant on page 230, and ‘sunlight’ on page 176. 

The volume, stated to be ‘bound in insect-proof 
cloth’, should be an asset not only to nurses but 
also to doctors who will undoubtedly find the con- 
tents more easily digestible than the insect vectors 
will the covering cloth. 


INFANT NUTRITION 


Infant Nutrition in the Subtropics and Tropics. 
By D. B. Jelliffe, Geneva, 1955 (World Health 
Organization: Monograph Series, No. 29), 237 
pages, 24 illustrations + 2 coloured plates. 
Price: £1. 5s. 


Any attempt to improve infant nutrition in the sub- 
tropics and tropics must be based on knowledge of 
existing practices. Much valuable information on 
this subject is provided by Dr. Jelliffe’s book, which 
is based on surveys made in a number of countries 
in the Eastern Mediterranean, South-East Asia, and 
Western Pacific regions, on previous personal 
experience in the Sudan, Nigeria, and Jamaica, and 
on the relevant literature. 

This book is as interesting as it is instructive. The 
author has produced a comprehensive picture of 
infant feeding problems as well as practices, and of 
the diseases which result. He begins with a chapter 
on the evolution of infant feeding in the Western 
World, from the practices of ancient civilizations to 
those of twentieth-century Western countries, with 
their ‘competitively advertised commercial brands of 
tinned milks and infant foods’. Against this back- 
ground he proceeds to a detailed description of 
present methods of infant feeding in the subtropics 
and tropics and of the nutritional diseases which are 
most common—nutritional anaemia, avitaminosis A, 
infantile beri-beri, rickets, kwashiorkor and maras- 
mus, in particular. He then turns to measures for 


the improvement of infant feeding, emphasizing 
always the importance of making the best possible 
use of locally available foodstuffs and of adapting 
suggestions to the culture and traditions of the 
people concerned. The proposed changes in infant 
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feeding methods can be truly practical and assured 
of continuity only if they are solidly grounded in 
knowledge of local conditions and customs. 

An entire chapter is devoted to the prevention of 
kwashiorkor, which is one of the major nutritional 
problems in the subtropics and tropics. Another 
chapter is concerned with nutrition education, a 
basic factor in changing dietary habits. There are 
2 Annexures which should be especially useful to 
field workers: the first is a summary of suggested 
methods of infant feeding in the subtropics and 
tropics, and the second is a questionnaire for use in 
investigating methods of infant feeding. 


MODERN OPERATIVE SURGERY 


Modern Operative Surgery. Edited by the late 
G. Grey Turner, LL.D., D.Ch., M.S., F.R 
F.R.A.C.S., F.A.C.S. and Lambert 
Rogers, ‘VR. MD: 
F.R.C.S.E., FR.ACS., F.A.CS. (Pp. 1157 + 
Index. With 476 Figs. 70s.). 1955. 4th ed. 
London: Cassell and Company Limited. 


No extensive changes have been made by the con- 
tributing authors in the revision of this volume. 
Great advances in surgery have been made in all 
subjects since the issue of the last edition. As new 
material is always coming forward and recent 
advances are made, this can only be incorporated by 
rearrangement and pruning. It is impossible to 
review in detail the many chapters in this volume. 

Various operative procedures which are carried 
out are described in a concise way and there is no 
sign of repetition throughout the first volume. It is 
well balanced both in content and outlook. The 
contents are of a most practical nature, and details 
of the work-a-day operations of general surgical 
practice are fully described 

For the post-graduate in surgery and the practising 
surgeon, it should prove valuable for reference. 


MEDICINE: RECENT ADVANCES 
Advances in Internal Medicine: Volume VII. 
Edited by William Dock and I. Snapper. (Pp. 
285 + Index. $8.50.). 1955. Chicago: The 
Year Book Publishers, Inc. 


The rapid advances in knowledge in all branches of 
internal medicine make it impossible for practi- 
tioners to keep themselves fully acquainted with new 
developments outside of their own sphere of special 
interest. A publication such as this, which concisely 
and accurately reviews recent knowledge and research 
on diverse subjects, becomes an invaluable aid to 
the practitioner in keeping himself informed of these 
advances. 

This volume, the seventh in the series, contains 
excellent articles on the following subjects: Renal 
lithiasis; hepatic coma; pathophysiology of the pan- 
creas; serum mucoproteins; clinical disorders of the 
adrenal cortex; diseases of the pericardium; the 
nephrotic syndrome; applied pulmonary physiology. 
Each article is brief but nevertheless comprehensive, 
and is written in a style allowing easy understanding 
of even the most complex aspects of the subject. 
The various authors are all experts in their fields 
and it was pleasing to note that, in this American 
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publication, one section (The Nephrotic Syndrome) 
was written by Dr. J. B. Squire of Birmingham, 
England. 

Each section is presented without dogma and at 
the same time with a careful weighing up and sum- 
mary of differing views on controversial matters. A 
noteworthy example of this is the presentation of 
the different theories seeking to explain pulsus para- 
doxus in constrictive pericarditis. 

The bibliographies relating to each section are 
large, up-to-date and comprehensive. Practitioners 
will find this volume, with the others in the series, 
a valuable contribution to medical writing and a 
book well worth having on their shelves. 


FRACTURES OF THE FACIAL SKELETON 


Fractures of the Facial Skeleton. By N. L. 
Rowe, F.D.S.R.C.S. (Eng.), L.R.C.P. (Lond.), 
M.R.C.S. (Eng.) and H. C. Killey, F.D.S.R.C.S. 
(Eng.), L.R.C.P. (Lond.), M.R.C.S. (Eng.). With 
a Foreword by Sir Reginald Watson-Jones. (Pp. 
905 + Index. With 1,231 Illustrations, 14 in 
Full Colour. £6). 1955. Edinburgh and London: 
E. & S. Livingstone Limited. 


In a foreword Sir Reginald Watson-Jones writes: 
‘This publication on faciomaxillary injuries is not 
just important; it is monumental. It has been written 
with such clarity and completeness as to make us 
all proud that it has been published in Britain ’. 

Whether this publication is monumental is a 
matter of opinion; it is certainly massive. It has been 
beautifully produced with innumerable photographs, 
and with first-class printing on art paper, but one 
is disappointed to find that not all the best British 
opinions have been included. The work is essentially 
the work of the Rooksdown House team and there- 
fore excludes contributions from such eminent 
authorities as Sir Archibald McIndoe, Mr. Rainsford 
Mowlem and Prof. T. Pomfret Kilner, together with 
their dental colleagues who have done so much to 
bring the standard of treatment of maxillo-facial 
injuries to so high a 

The book is introduced by a review of 500 cases 
of fracture of the facial skeleton. It is interesting to 
note that 35.6% of the cases were fractures of the 
condyle. It was not pointed out, however, that as a 
rule the condyle fracture is a ‘ sympathetic’ fracture 
more often than a single fracture and, in the 
experience of most maxillo-facial surgeons, it is 
associated with a fracture of the horizontal ramus or 
angle of the opposite side. The force creating the 
fracture continues in such a way as to develop a 
twisting force of the neck of the opposite condyle, 
which breaks off in a characteristic way. 

Part I deals with fractures of the mandible, 
Chapters I and II describing the surgical anatomy 
and general considerations and classifications of 
mandibular fractures. Fractures influencing dis- 
placement are indicated, such as the site of fracture, 
the direction in which fracture lines occur, and the 
effect of pull of powerful muscles. The direction of 
force, which is surely the most important factor, is 
not mentioned. 

Further chapters relate to the clinical examination 
of the patient and preliminary treatment of mandi- 
bular fractures. In great detail, and beautifully 


illustrated, is a chapter relating to arch-wiring, 
direct inter-dental wiring, and continuous loop- 
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wiring. The construction and use of metal cap splints 
is also described, and specific considerations in rela- 
tion to edentulous mandibles. 

A useful section is added on the direct control of 
fragments by open operation. In this regard the 
problem of the edentulous posterior fragment is 
discussed in fair detail. 

Extra-oral splintage by means of the insertion of 
pins in the body of the mandible is given 15 pages, 
5 of which indicate the complications of such treat- 
ment. The authors do say that ‘ attempts have been 
made to control the posterior fragment by means of 
Kirschner wiring, the Brenthurst clamp, etc. but that 
in most cases recourse to a more simple method will 
be found to be quite adequate in practice’. 

In the U.S.A. Kirschner wires have been found to 
be more simple than pins, and in South Africa the 
Brenthurst clamp has been found to be equally so. 
The complications mentioned and illustrated as 
occurring with pins do not happen in either of these 
2 methods. It would have been wiser in a book of 
this magnitude to have covered other proved methods 
in a less cursory fashion. 

Similarly, in discussing fractures of the mandible 
in children, the Brenthurst clamp splint, which was 
especially designed for this purpose, and which has 
been handled with success in most hands, is not 
mentioned as a procedure for this type of injury. 

Part II deals with fractures of the middle third 
of the face. As with the rest of the book, this section 
is produced in great detail, and is fully illustrated. 
The photographs of early cases, particularly, are 
useful as it is at this stage that most surgeons and 
casualty officers are called in. 

Part III deals with the treatment of gunshot 
wounds. It is essentially a section devoted to 
military surgery and would be of great value in the 
treatment of these cases in any future conflict. The 
photographs and illustrations particularly form the 
best documentary of early facial injuries in the last 
war that we have seen, and apart from its maxillo- 
facial value is undoubtedly of historical importance. 

A short chapter is included on anaesthesia in 
maxillo-facial injuries. As the authors state, there 
may be no place for hypotensive anaesthesia in acute 
facio-maxillary surgery, but this book is also devoted 
to various reconstructive measures which are not 
acute. Hypotensive anaesthesia is, without doubt, 
the greatest advance in reconstructive surgery in the 
last few years, and details of the technique should 
have been included. 

The chapter on Radiography is excellent and com- 
prehensive, and it is a most useful and important 
inclusion in a book of this type. 

Further chapters deal with post-operative care, the 
use of metals in fixation, the healing of fractures 
and bone grafts, associated head injuries, injuries of 
the scalp and skull, treatment of facial lacerations 
and ophthalmic injuries. 

The book concludes with an historical background 
of the treatment of maxillo-facial injuries—a most 
interesting chapter. 

Some of these chapters are beyond the scope of 
the title of this book, but the authors have indicated 
that they would rather include too much than too 
little. The inclusion of this material adds to its 
value as a book of reference. 

The few points of criticism offered in this review 
are not meant to detract from the general standard 
and importance of this work. They are made as 
suggestions whereby future editions may be improved 
upon. 
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a three-fold 


calming 
influence... 


RELIEVES SPASM 


BARDASE*, combining the antispasmodic, RELAXES NERVOUS TENSION 
sedative and amylolytic properties of belladonna 
alkaloids, phenobarbitone and Taka-Diastase, presents a comprehensive therapeutic approach 
to the problem of visceral spasm. It has proved of great value in the relief and 
management of gastro-intestinal disturbances, particularly peptic ulcer, and the irritable colon 
syndrome. BARDASE may also be prescribed as a useful adjunct to other treatment in cases 


of ulcerative colitis. 


*Trade Mark 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 


Yellow sugar-coated tablets supplied in 
bottles of 50 and 500 


“ ~ P.D. & CO. (PTY.) LTD., subsidiary of PARKE DAVIS & CO. 
to? P.O. BOX 9971, JOHANNESBURG, and at PORT ELIZABETH 
a) Distributors: Lennon Ltd., P.O. Box 8389, JOHANNESBURG, and Branches 
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he’s taken the 
day in his 
stride 


In this age of unrest and hurried living a large proportion of 
those seeking medical aid are beset by vague feelings of depres- 
sion and anxiety ; factors which may seriously impede recovery 
from physical illness. 

Anxine Tablets provide comprehensive symptomatic treatment of 
anxiety states, psychoneuroses and psychosomatic disorders by 
improving mood and increasing confidence, by inducing gentle 
sedation and allaying anxiety and by securing the optimal degree 
of muscular relaxation. 


ANXINE 


STATES 


In bottles of 50 tablets, 
Each tablet contains dexamphetamine sulphate 2°5 mg., cyclobarbitone 35 mg. 
and mephenesin i120 mg. 
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BERMIDE fills a long-sought objective 
in the therapy of arthritis and rheumatic 


disorders. It combines the following 


SUCCINATE-SALICYLATE THERAPY FOR THE RELIEF OF 
SYMPTOMS ASSOCIATED WITH ALL RHEUMATIC DISORDERS 


advantages: 


PROMPT RELIEF OF SYMPTOMS 


PHYSIOLOGICAL ACTION 


FREEDOM FROM ILL-EFFECT. 
OBVIATION OF SALICYLATE TOXICITY 


SUITABILITY FOR PROTRACTED 
ADMINISTRATION 


LOW COST 


It has long been accepted by the 
medical profession that acetyl- 
salicylic acid is unsurpassed as 
an adjuvant in the treatment of 
arthritic and rheumatic con- 
ditions. 


Hitherto, it has been impossible 
to administer massive and pro- 
longed dosage of acetylsal with- 
out lowering prothrombin level 
and avoiding its inhibitory effect 
on tissue respiration. 


When, however, calcium  suc- 
cinate and acetylsalicylic acid 
are combined as in BERMIDE, 
the acetylsalicylic acid is rendered 
non-toxic without lessening its 
effectiveness as a means of 
alleviating pain. 


The BERMIDE formula has 
been enthusiastically accepted in 


Great Britain, the United States 
and Canada, where clinical in- 
vestigation has yielded impres- 
sive results. 


BERMIDE is promoted ethically 
in bottles of 100 tablets and the 
large size dispensing bottle of 500 
tablets. If your Pharmacist does 
not already have BERMIDE in 
stock he may obtain it directly 
from B. P. Davis Limited, 
P.O. Box 3371, Johannesburg, 
or through usual wholesale 
channels. 
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AR * featherweights 


Underweight children—particularly marasmic and premature infants—have a eng 
priority need for protein. And with Casilan, there is no difficulty in meeting these 

heightened protein needs. Flavourless, odourless, superfine in texture, this whole 

protein powder blends as unobtrusively with bottle feeds and milk mixtures as with 

adult fare. No fear, then, that Casilan will disrupt the baby’s mealtimes; nor that 

it will call for fussy preparation. The 


powder is simply mixed with milk, water ( A S I A N 
or stock. It’s as simple as that! Trade mark 


Worth its weight in protein 


In 8-oz. and 40-0z. containers. Special terms to Welfare Authorities 


V GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, GERMISTON 
AGENTS: M. & J. PHARMACEUTICALS (PTY.) LIMITED, P.O. BOX 784, PORT ELIZABETH 


you feel you almost live there . if 


The number on the door is all too familiar... and so is 
the youngster. He’s run-down again, doctor. . . just like 
last month ”—and so it goes on. And back you go again 
and again. But need you? Minadex does much to solve 

the problem of the run-down, debilitated child. 

By replenishing the blood’s reserves of essential minerals 
and by ensuring an adequate intake of protective 

vitamins A and D, Minadex staves off fatigue and fortifies 


resistance to infection through the natural mechanisms. 


Minadex 


Orange-flavoured mineral-vitamin tonic 
In 6-0z. and 80-oz. bottles 


> GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, GERMISTON 
AGENTS: M. & J. PHARMACEUTICALS (PTY.) LIMITED, P.O. BOX 784, PORT ELIZABETH 
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PREVENT 


HAY FEVER 


oral desensitization with 


ASMORAL 


will prevent Asthma and Hay Fever. Asmoral 
contains extracts of house dust, grass pollens 


and moulds together with a bacterial vaccine. 


Literature and further information from: 


SAPHAR LABORATORIES LIMITED 
P.O. Box 256, Johannesburg. 
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BIRTCHER 


hyfrecator 


Over 100,000 Hyfrecators in Daily use . 
in practically every field of practice: 


Dermatology Gynecology 
Urology Proctology Ophthalmology 
E.E.N.T. General Practice 


The Hyfrecator is a time-saving, 
easy-to-use unit for scores of tech- 
niques using desiccation, fulguration 
or bi-active coagulation. For the re- 
moval of surface and other growth 
with damped high frequency cur- 
rents, the Hyfrecator is unrivalled. 


new HYFRECATOR accessories 


Nose and Throat Desiccation Set Desiccation Set 


Both sets offer suction and desiccating 
currents simultaneously through hollow, 
metallic electrodes. Keep field free 
from gas, smoke, fluids. Moulded handle, 
liné cord, two interchangeable tips, 

- blonde hardwood case included. 


May Be Attached to CO, Pressure Supply for Explosion-Free Technique. Gs 


Write for further details and free Booklet 
‘A Symposium on Electrodesiccation and Coagulation’’. 
Available from all reputable Surgical Dealers or from Sole oo 


Z o P.O. Box 3378 - 236 Jeppe Street - Telephone 23-8106 
JOHANNESBURG 


= 
| 
ma) 
= 
4 
4 
“nd 
| 
<4 
“4 


January 1956 


MEDICAL PROCEEDINGS - MEDIESE BYDRAES 


In bacterial diarrhoeas: 


bacteriostasis - adsorption 
protection 


Streptomagma provides all the essentials for securing 
prompt and complete remission of many 
bacterial diarrhoeas. To accomplish these 


ends 


Streptomagma contains 


... “much more effective against the 


coliform fecal flora than the sulfonamides ... not 
readily absorbable...non-irritating to the mucosa” 


@ Pectin... ‘various pectins .. . become bactericidal 
agents in the gastrointestinal tract when given 
together with streptomycin” 


@ Kaolin... for “tremendous surface and high 
absorptive power” 


@ Alumina gel... itself a potent adsorptive, acts as 
a suspending agent for the kaolin and enhances its 
action ; soothes and protects the irritated intestinal 
mucosa. 


Streptomagma 


DIHYDROSTREPTOMYCIN SULPHATE AND PECTIN 
WITH KAOLIN IN ALUMINA GEL 


Regd. 


WYETHICAL (PTY) LTD. 54 STATION STREET EAST LONDON. 
Distributors in Rhodesia: MACRAE LTD., P.O. Box 1716, BULAWAYO 


CEPAC-4160-W 
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FOR YOUR 
CONVENIENCE 


African Oxygen’s Medical Showroom at 76, King George Street, 
Hillbrow, Johannesburg, has the very latest Anaesthetic Apparatus 
and Oxygen Therapy equipment on display. 

Medical Practitioners will find a warm welcome awaiting them 
there, and the Company's courteous Medical Personnel will gladly 
discuss all problems that may arise, and give such advice as is 
at their disposal. 


FRICAN OXYGEN & 
(PTY...) LTD. 


MEDICAL DEPARTMENT 
76, King George Street, Hillbrow, Johannesburg 
Phone 44-4998 
and throughout the Union, the Rhodesias, East Africa and 
South West Africa 
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Cortisone vs. Salicylate in Rheumatoid Arthritis 


Latest clinical report proves cortisone no better than 
aspirin in the treatment of rheumatoid arthritis. 


On May 29th, 1954, the Joint Committee of the 
Medical Research Council and Nuffield Founda- 
tion published a most significant finding on 
arthritis therapy—that “for practical purposes” 
there appears to be “surprisingly little to choose 
between cortisone and aspirin.” 


“Sixty-one patients in the early stages of 
rheumatoid arthritis... have been allocated at 
random to treatment with one or other agent 
(cortisone 30 cases, aspirin 31 cases)... 


“Observations made one week, eight weeks, 
thirteen weeks, and approximately one year 
after the start of treatment reveal that the two 
groups have run a closely parallel course in 
nearly all the recorded characteristics—namely, 
joint tenderness, range of movement in the wrist, 
strength of grip, tests of dexterity of hand and 
foot, and clinical judgments of the activity of 
the disease and of the patient’s functional 
capacity.””} 

These findings spotlight an earlier report that 
“aspirin in large doses has definite beneficial 
results closely akin to those received from 
ACTH.”* 


High gastric intolerance to aspirin noted among 
arthritics—a problem easily met by the use of BUFFERIN. 


In this latest study, the side-effects recorded for 
both groups “were equal in the early months of 
treatment, but became less in the aspirin group as 
time passed.” 

Of clinical significance, however, is the high 
percentage of gastric intolerance to straight 
aspirin found among the arthritic patients— 
42% as against 3 to 10% variously reported for 
the general population.® 4 

Earlier investigations reveal the disadvantages 
of using sodium bicarbonate with aspirin— 
namely, the lowering of blood salicylate levels 
and the possible retention of the sodium ion.? 

BuFFERIN offers an answer to this problem. 

Unlike straight aspirin, BUFFERIN is well tolerated, 
even when given in large doses. 

BuFFERIN contains no sodium. It combines 
aspirin with two antacid and buffering agents 
which protect the gastric mucosa against irri- 
tation from salicylates—at the same time providing 
faster absorption of salicylates into the blood 
stream. 

REFERENCES: 1. Brit. Med. J. 1:1223 (May 29) 1954. 
2. Med. Times 81:41 (Jan.) 1953. 3. J. Amer. Pharm. 


ae. Sc. Ed. 39:21, 1950. 4. Ind. Med. 20:480 (Oct.) 


iron and cobalt 
combination 


FOR 


intramuscular 


AND/OR 


intravenous 
injection 


For the treatment of Hypo- and 
Isochromic Anaemias 


* Low Toxicity and superior 
assimilation through amino- 
acid-complex 


* Effective in cases where the 
administration of Iron alone 
has proved to be ineffective 


* Light coloured solution facili- 
tates Intravenous technique 


Presentation Boxes of 10 x 2 cc 
Ampoules (5mg Fe 5mg Co) 


FERRO KOBALT 


Manufactured by 


MONTAVIT Pharma- 
ceutical Company 
Absam/ Tyrol/ Austria 


Samples and further information available from 
PROTEA PHARMACEUTICALS LTD. 
7 NEWTON STREET, WEMMER, JOHANNESBURG 


@ 


P.O. Box 7793. 
Tel. 33-2211. Also at 
Cape Town, Port 
Elizabeth, East Lon- 
don and Durban 
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Rapid relief of ASTHMA 
BROVON 
INHALANT 


The synergistic action of adrenaline and atropine methyl-nitrate in 
BROVON inhalant ensures speedy relief of asthma. Accurate dosage 
and deep inhalation are assured when used with any of our inhalers 
(e.g., Brovon, Deedon, Bon-Accord and Midget inhalers). This 
combined treatment is particularly valuable for treatment of 
paroxysms and for rapid relief of bronchiolar spasm often present in 
chronic bronchitis and emphysema. 


Particulars from our Agents: POWLEY & COMPANY (PTY.) LTD., 


21-24 eg House, I! one Street, Durban 
P.O. Box 4259 Cape Town P.O. Box 9628 iokaonniure 


FEDERATION OF RHODESIA & NYASALAND. Agents: ASHTON & McDONALD (PVT) LTD. P.O. Box 379, Salisbury, S.R. 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN LONDON OFFICE: 64 GLOUCESTER PLACE, W.I. LONDON 


Known and trusted for 


a hundred years 


Lennon Limited, manufacturers of National Health Products, 

have enjoyed the confidence of the Medical Profession for over 

a hundred years. National Health Products have always been 

made to conform to the most exacting requirements of modern 
medicine and hygiene. 

N.H.P. Products include Infalose, the well known baby food, 

\ and a range of ethical remedies and first-aid: requirements for 
the$medical profession. 


Branches at: 


CAPE TOWN 
DURBAN 
BLOEMFONTEIN 
PORT ELIZABETH e 


JOHANNESBURG 


Chemists to South Africa 


KIMBERLEY 
9175-1 med. 
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ANNOUNCING — 


THE HMES ATLAS 
OF THE WORLD 


MID-CENTURY EDITION 


‘THE Times’, Lonpon, and the Edinburgh Geographical Institute 
of JoHN BarTHOLOMEW & Son, Lrp. are working together on this Mid- 
Century Edition of THE TIMES ATLAS OF THE WORLD. 

The demand for a completely up-to-date atlas is at last met by the 
publication of this new edition of The Times Atlas, the standard to which 
all other atlases are compared. The present volume, NorTHERN Europe, 
is the first to appear of five uniform volumes, each covering a section of 
the world, each complete and independent. It measures 194” x 124”. 
120 double-page maps, each measuring 24” x 193”, will appear in the 
complete atlas. No effort of scholarship, cartography, engraving, or 
book-making has been spared to make this atlas the finest available to-day. 
All the plates are printed in eight colours, and the volumes are bound 
in heavy library cloth lettered in real gold on front and spine. 


The Atlas will comprise five volumes, 
to be published in the following order: 


First: NORTHERN EUROPE (Volume III) 

SeconD: MEDITERRANEAN AND AFRICA (Volume IV) 
Tuirpv: THE AMERICAS (Volume V) 

FourrH: THE WORLD, AUSTRALIA, EAST ASIA (Volume I) 
Frnat: INDIA, MIDDLE EAST, RUSSIA (Volume IT) 


The First Volume (Northern Europe) is NOW 

READY. The succeeding volumes will follow at 

annual intervals. Price £55s. each volume 

(carriage extra), or, if paid in advance, £22 for 
the complete set of Five Volumes. 


ORDER NOW FROM — 


JUTA & CO. LIMITED 


P.O. Box 30 . Cape Town : P.O. Box 1010 . Johannesburg 


SOLE DISTRIBUTORS TO THE TRADE FOR 
SOUTH AFRICA AND THE RHODESIAS 
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Years ahead of its Time! O-E-M New Model 50 exo 


MECHANAIRE 


ICELESS OXYGEN TENT 


Most forward step in oxygen tent therapy, as confirmed by research hospital 
tests! Lightest weight iceless tent on the market, with every part accessible 
for inspection and cleaning. No loose parts and a minimum of gadgets! 


e Oxygen concentration builds up very rapidly. e Moisture is self-evaporated, eliminating need 
e Maintains high oxygen concentration with ele saga tray and insuring a dry, 
minimum leakage at lower rate of flow— Mes P ; 
resulting in conservation of oxygen. e Insures safety for the patient and protects 
e Automatic air conditioning operates when him from drafts. 
oxygen flow falls below 6 litres per minute. e Affords accurate temperature control. 
e Provides air conditioning without oxygen e Modern, streamlined design. 
when desired. 
Sole South African Agents 
P.O. Box 7793 PROTEA HOLDINGS LIMITED Johannesburg ; 
Showrooms: Philadelphia Corner, Cnr. Jeppe & von Wielligh Sts., Johannesburg. Phone: 22-0511 
Head Office: No. 7 Newton Str., Wemmer, Johannesburg. Phone: 33-2211 
Stockists of Surgical Instruments, X-Ray, Physiotherapy, Dental and full range of Hospital Equipment such as Cc 
Operating Tables, Operating Lights and Laboratory Equipment. Ww 
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Yess THE WORLD IN COLOUR SERIES 


4q 


Latest Volumes—SOUTH AND CENTRAL AFRICA NORTH AFRICA GREECE 
Edited by DORE OGRIZEK 


Each volume has many contributors—each a specialist in the country concerned. Each 
volume is beautifully produced with hundreds of illustrations in full colour 


-. Each volume in THE WoRLD IN COLOuR Series, edited by Doré Ogrizek, is a 
} triumph of artistry as well as being of very practical use to the traveller. Each 
fm voiume captures completely the characteristics of the country it describes, and 
im sets them before the reader with the charm and clarity of a collection of minia- 

} tures. The latest addition to the series, South and Central Africa, is produced 
| in the same attractive style, with scores of colourful illustrations and pictorial 
™ maps. To travel with Ogrizek, as compared with the ordinary guide-book, 
is like being shown the beauties of a land by a cultured inhabitant who knows 
and loves it well. 


North Africa 


This is the colourful, exciting panorama of the area that constitutes Algeria, 
Tunisia, Libya, the Sahara, Spanish and French Morocco, Egypt. 

Having been cloaked by history with successive civilizations of Asia and Europe, North Africa 
is now the crossroads of different influences, where French culture is overshadowed by the ancient 
and insistent ritual of Islam. 

With this panorama spread before him, the reader will see a vast landscape of strange and violent 
contrasts. There are the garden cities of Rabat and Gabés ablaze with exotic flowers; the desert 
wastes where the glittering rays of the sun beat down on the wandering tribes. There is the equable 
climate of Marrakesh; there are regions torn and violated by the cruel south wind, the notorious 
‘rain of blood’ which blows up from the desert. There is Morocco—embroidered on the landscape 
a ‘white horse on a background of gold’—which stirs the senses with its tradition of mystery and 
adventure. 


Greece 


Few books about Greece have been as comprehensive as this volume in the WoRLD IN COLour series. 

Few other countries have so many fascinating contrasts. In no other country are the ancient and 
modern more closely linked. The Grecian peasants, mounted on donkeys as their predecessors have 
been through the ages, ride in from the mountains, the hills and the plains to sell their goods in towns 
which themselves remain unchanged despite up-to-date shops, cinemas and motor-cars. 

The dual picture of ancient and modern, the constant reminders of a culture which has given us 
our civilization, the customs and living conditions of Greece to-day, are all to be found in the pages 
of this book, supported by many hundreds of illustrations in colour. 


The Complete Series now consists of— 
SOUTH AND CENTRAL AFRICA 36/- GREECE 36/- 
ITALY 36/- NORTH AMERICA 36/- 
PARIS 36/- THE PROVINCES OF FRANCE 36/- 
GREAT BRITAIN 48/- ; SCANDINAVIA 36/- 


SPAIN AND PORTUGAL 36/- 


PUBLISHED IN GREAT BRITAIN AND THE U.S.A. BY MCGRAW-HILL INC. AND 
IN SOUTH AFRICA AND RHODESIA BY 


JUTA & CO., LIMITED 


P.O. BOX 30 + CAPE TOWN P.O. BOX 1010 + JOHANNESBURG 


(34) 
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Each tablet contains :; ‘ Dexedrine’ 5 mg., amylobarbi- 
tone (gr. 4) 32 mg., acetylsalicylic acid (gr. 23) 
160 mg., phenacetin (gr. 24) 160 mg. 

SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by M. & J. Pharmaceuticals (Pty.) Ltd. Diesel Street, Port Elizabeth 
* Daprisal’ and ‘ Dexedrine’ are trade marks 
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during any operation which may the critical 24 hours. 
follow, and in the post-operative 


r case for DEXTRAVEN 


TRADE MARK 


(D.2 REV.) 


FISONS CHEMICALS (S.A.) (PTY.) LTD., P.O. BOX 5788, JOHANNESBURG 


BENGERS LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE, ENGLAND 


THIS WOMAN is in shock. Her blood pressure swiftly and surely, 
blood pressure must be raised and stays in the circulation in 
swiftly and maintained, now, significant concentration during 


DEXTRAVEN CAN BE given 


period. immediately by intravenous in- 
A CLEAR CASE FOR fusion. It is stable indefinitely 

DEXTRAVEN, the established under all climatic conditions 

clinical dextran solution. —no special storage precau- 
DEXTRAVEN RAISES the tions are necessary. 


A 


PRODUCT 
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specific against 
coccic infections... Er thr 
,». with little risk Y OCI 
of side effects 


(BRYTHROMYCIN, ABBOTT) 


€. 3 
Erythrocin Stearate Filmtabs 
© Erythrocin Pediatric Suspension 
© Erythrocin with Sulfas Filmtabs 
Erythrocin Lactobionate ( et 
€ | 9 


¢ Erythrocin Lactobionate Ophthalmic —————— 


Ointment 


© Erythrocin 1% Ointment 
© Erythrocin-Neomycin Ointment 


ABBOTT LABORATORIES 


(ENGLAND) LTD. + JOHANNESBURG + CAPE TOWN + DURBAN. 


T6068 


@ Published by the Proprietors Juta and Co. Ltd., 43 Pritchard Street, Johannesburg, and printed in the Union of South Africa by Cape Times 
Limited, Parow C.P. 
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